THE LANCET 


7, ADAM Srezet, Apetrni, W.C.32. 


Telegrams: LANCET, 5 iqunes, 


Telephone: Temete Bar 7228 and 7229. 





No. VI. or Vot. I., 1932. 
No. 5658. Vol. CCXXII. 


LONDON, SATURDAY, 
Founded 1823. Pustisasp Weecty. Registered asa Newspaper. 


FEBRUARY 6, 1932. ,., . —Price 18, 


Inland £228. Abroad a2 10s, 





XFORD MEDICAL 
See Paes 5. 


JUST PUBLISHED. 


’ EXTBOOK OF GYNZXCO 
4 ns al FORSDIKE, M.D., B.S., F.R.C.S. 
Illustrated. 5s. net. 


Fully 
aon ae written for studenta and practitioners, ny 
yf: ances in as ogy, while omitting work which 
remains of a laboratory’ nab 
Wm. Heinemann (Medical Books) Ltd., 99, Great Russell-street, 
_____ London, W.C.1. 
Price 7/6 ; postage 4d. 
RESEARCH WORK ON 
HE PNBUMOCOCCI & THEIR ENZYMES 
AND ITS SIGNIFICANCE IN 
LOBAR PNEUMONIA 
By A. COWAN GUTHRIE, M.B. (Eptn.) 


Bailliére, Tindall & Cox, 7 & 8, Henrietta-street, London, W.C.2. 
THE PRACTICAL TREATMENT OF 
D IABETE SB. 


By T. IZOD BENNETT, M.D. (Lond.), F.R.C.P. (Lond), 
Ebyvicien ba Rs 5 of Out-Patients, Middlesex Hospital; 
Physician to National Orthopeedic Hospital, etc. 
<n paliedhead neg a ra ont, readable account of 
the modern treatment of diabetes mell 


_ Constable : 10- 12 Orange-street | lenten ¥ W.C.2. 6a. - net. 
ISEASES OF THE THYROID GLAND. 


SPECIAL REFERENCE TO THYROTOXICOSIS. 
B CRCIL A JOLL, M.S., B.Se.(Lond.), &.K.C.S.(Eng.). 

k deals comprehensively with th> structure, function, 
and -d nL of the thyroid gland. Toe medical and radio- 
logical methods of treatment both in simple and in toxic goitre 
are full ye in addition to operative technique. 

wh 4 Fully Illustrated. 3s. net. 
Wm. aad (Medical Boo anh 48, 99, Great Russell-street, 


RACTURES. 


By MEURICE SINCLAIR, O.M.G., M.B., Ca.B. sions 
With an Introduction by Sir Rosert Jones, Bt., F 


Pp. 550. 337 X-Ray pl Sie ae — te botographs a 
Constable & Co., Ltd., London. 
DS£4sEs OF THE RECTUM AND COLON 


AND THEIR SURGICAL TREATMENT. 
BY 
J. P. LOCKHART-MUMMERY, 
?.R.0.3, ENG., M.A., M.B., B.C. CANTAB., 
Senior Surgeon to St. Mark’s Hospital. 


Over Two Hundred Plates and Illustrations. Price 25s. 


PUBLICATIONS. 





LOGY. 


Cc 
F. 
1 


Now REapy. 

















Ballliére, Tindall & Cox, 8, Henrietta-street, Covent Garden. 





PURCHASE NOW For a Whole Year’s Use 
88th Annual Issue. 2400 R 55,480 Names. 36s. 


E 
MEPICAL DIRECTORY. 
1932 


London, Provinces, Wales, Scotland, Ireland, Abroad, Navy, 
Army and Air Force 

jodetien = Medical Report on BRITISH SPAS AND SEA- 

SIDE RESORTS, edited by R. FORTESCUE FOX, M.D 


London: J. & A. Churchill, 40, Gloucester-pl., Portman-sq., W.1 


& A, CHURCHILL’S NEW BOOKS. 


DISEASES OF THE KIDNEY. By W. Gmuno Bat 
FR, CS. and GEorrney Evans, M.D. 8 Col. Plates and 
e 
A COURSE I * PRACTICAL BIOCHEMISTRY, for Students 
of Medicine. a By as Me CAMmRO , D.Sc and’ F. D. W 
Ph.D d. 4 Plates oan 23 Text 
A CLINICAL. ATLAS OF BLOOD DIS 
and Fee = WYARD, 


ie M.R.C.P. 
Coloured. 12s. 








M.D., 

M.R.C.P. 2nd Ed. 38 

A TEXTBOOK OF SUBSE Ss PATHOLOGY: By C. 
M.D., F.R.C.8., and B. M. Dick, 


3.&4: Churchill, 40, Gloucester-pl., Portman-sq., W.1. 
Geet zor eee: Ss 


London : 





MINOR SU 


“THE HOUSE SURGEON WILL 
FIND IT INVALUABLE” 


See Saunders’ Advertisement on Page 3. 
OULD’'S DICTIONARIES. 


Over 500,000 Copies of these Dictionaries have been sold. 
MEDICAL DICTIONARY. Thirdedit. 35s. net; postage Is. 
PRACTITIONER'S MEDICAL DUTTON ART. Third edit. 

4s. net; postage 0d. 

POCKET MEDICAL DICTIONARY. Ninth edit.; 12s. net. 

ith thumb index 14s. net; postage 6d. 

H. “ ilies & Co. Ltd., 136 Correr-streets W.C.1. 
AOTICAL PSYCHOTHERA 

HERAPY OF PERSONAL INFLUENCE: 

An A.B.C. OF TREATMENT BY PERSONAL Sy —~ueeee 
Suaerstion, &c. With notes of 114 cases. 2/9 post free. 

AN A.B.C. OF MEDICAL HYPNOSIS. 2/2 post free. 


Br EDWIN L. HOPEWELL-ASGH, M.D. Lonp. 
_ from booksellers or direct, from BM/ELHA. L London W.C.1. 





London : 











ESOPHAGEAL OBSTRUCTION: 
ITs pp bE DIAGNOSIS AND TREATMENT 
(including four chapters on Cancer of the Pp s). 
By A. LAWRENCE ABEL, M.S. Lond., F.R.C.S. Eng., 
Assistant Surgeon to the Cancer Hospital, &c. 
Pp. 245. 132 Illustrations. 2 Col. Plates. 30s. 
“ Masterful and complete . . . Cannot be too highly 5 ie x 
—Sore. GYN. AND OBSTET. JOUR. 
Oxford University Press, Amen “House, London, E.C.4. 





LEWIS'S PUBLICATIONS. 


ENTIRELY REWRITTEN. Pp. xvi.+ 562. With 49 Col. Illustrations on 20 Plates and 123 Figures in the Text. Demy 8vo. 35s. net; postage rs. 


THE TONGUE 


Being the Third Edition of Butlin’s “ Diszasgs or THE TonGue.” 


By W. G. SPENCER, M.S., F.R.C.S., Consulting Surgeon, Westminster 
Westminster Hospital, Surgeon, Mount 
is profusely illustrated, pleasant to read, and has a good bibliography.”—Tue Lancet. 


“,... We commend this book .. . 


tal; and STANFORD CADE, F.R.C.S., Assistant Surgeon 
ernon Hospital, &c. 





Kautmana’s $ PATHOLOGY. For Students and Practitioners. 
“ Lehrbuch 


Translation der Pathologischen | 
ie By *. ° EDUARD KAUFMANN. Translated by 
STANLE IMANN, M.D. In three volumes. Royal 8vo. 
“ With 172 recagused a ieading work of refa should be 
eee as es ee 
in every pathological laboratory and library.—Tue La 


Parkes and Kenwood's HYGIENE AND PUBLIC WEALTH. Revised 
by HENRY R. KENW' , M.B., F.R.S.Edin., D.P.H. 
Lond., M.A. Dunelm., M.D.Edin., 
D.P.H.Camb. Eighth — "With 2 Plates and 91 Illustrations. 
- ~ 8vo. Zils. net; 9d. 

© oe * guide, ghilesopher « friend’ of all who wish to learn the 

principles and practice of preventive medicine.”—-Tue Mepicat OrFricer. 





London: H. K. LEWIS & CO. To” 136 
Telegrams : ‘‘ PUBLICAVIT, EUSROAD, LONDON,” 


Gower Street, and 24 Gower Place, W.C.!. 
Telephone : MUSEUM 7756-7-8. 














THE LANCET,] THE LANCET GENERAL ADVERTISER [FEB. 6, 1932 


Starch 
in Infant feeding 


































































































Microphotograph of iodine stained faces of infant Microphotograph of normal laces of breast fed intent 
fed on starchy lood 


Starch is never found occurring in any type of milk; the infant’s digestive 
tract is not equipped for the absorption of starch during the first seven 
months. 4 The addition of starch to the diet of such children makes 
unjustifiable demands on its alimentary canal, and by disturbing the normal 
ratio of proteins, carbohydrates, fats and vitamins, prepares the ground for 
rickets and scurvy. Formerly such addition was recommended on the 
ground that casein was thereby rendered more digestible. The Improved 
Roller Process employed in the manufacture of COW & GATE Milk Food 
modifies the casein and renders it so digestible that the curd is as fine and 
flocculent as that of breast milk. Moreover, the old-fashioned method of 
adding starchy products to raw milk carries all the risks inherent in the use 
of raw milk, with the ever-present danger of tuberculosis and all the other 
infections carried by raw milk. On the other hand COW & GATE is 200 
times cleaner than Certified milk, is unvarying in composition and is the 
safest and most suitable substitute for natural feeding from birth to seven 
months. As an introduction to mixed feeding, at the seventh month, 
PEPTALAC, the Cow & Gate Predigested Milk Wheat Food, is strongly 
recommended. 25%, of its starch content is predigested and it has the over- 
whelming advantage over ai other starch preparations employed in infant 
feeding, usually very low in fats, of a normal fat percentage. _It is simply 
prepared by the addition of water. 
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any member of the Medical 
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THE AZTIOLOGY OF CARCINOMA. 
Br J.J. M. Suaw, M.C., M.D., F.R.C.S., F.R.S. Epi., 


ASSISTANT SURGEON TO THE ROYAL INFIRMARY, —<— 
LECTURER IN SURGERY AND ASSISTANT TO THE 
PROFESSOR OF SURGERY IN THE 
UNIVERSITY OF EDINBURGH. 


(Concluded from p. 224.) 


Chronic Irritation. 

THE phrase “chronic irritation” is given so much 
prominence that it must be assumed to convey a 
precise scientific meaning to many minds, and it has 
the distinction of being the oldest hypothesis of the 
cause of cancer. Perchance some of you have felt, 
as I have, that the connotation of the words is so 
vague that they are not helpful in dispelling the 
mists which obscure our vision. ‘‘ Tar, jagged teeth, 
sinuses and that sort of thing,” as they were once 
exemplified to me, will not carry us sufficiently far 
along the road and may even prove a stumbling-block. 
If the connotation of the term is felt to be vague, it 
behoves us to remember the precept from Logic that, 
in scientific use, the connotation of a term is deter- 
mined by and is the same as its definition, and to carry 
out the instruction that the definition is determined 
by examining the things to be denoted. 

Leitch has pointed out that few of the substances 
which we might call tissue irritants are capable of 
inducing tumour growth, just as out of the myriads of 
kinds of bacteria there are relatively few which are 
definitely pathogenic.'* Greenfield states: ‘‘If we 


regard the processes of irritation as a whole, we find | 
in all of them a series of reactions combined for the 
common object of removing or antagonising the 
irritant and of preventing and repairing damage.” !* 
“The persistent manifestation of the process of 


repair’ has been described as the effect of the chronic 
irritant, and the general conception is the ‘‘ response 
by proliferation and increased cellular activity to the 
presence of something which is foreign to the cells of 
the body.” #° 

It should be stated here that the conversion of a 
group of cells of normal type into those with the 
appearance and properties of carcinomatous cells is 
not necessarily followed by the establishment of a 
carcinoma. Two further stages are necessary. The 
cell must irrupt from its natural locus as an epithelial 
unit and, further, it must be capable of surviving this 
critical transfer and multiplying in the tissues of the 
host. Cheatle has ably emphasised this point, and 
frankly states his belief that the altered cells lying 
within the ducts of the breast are, in fact, cancer cells 
in form and metabolism, although they have not yet 
secured ingress into the connective tissues of the host.?! 
He and Fraser *? have succeeded in obtaining micro- 
scopical demonstration of this stage in the life-history 
of the cell. The problem then comprises these three 
stages of conversion, transfer, and multiplication, of 
which conversion is the most important in relation to 
wtiology. 

Action of the Irritant. 

In attempting to impart a precise meaning to the 
phrase ‘‘ chronic irritant ’’ I would like, in the first 
place, to draw your attention to the action of an 
irritant upon an epithelial surface. This has been 
described in masterly fashion by Lewis in his work 
on the “ Blood-vessels of Human Skin and their 
Responses.” *° A triple response is shown on the 
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| necrosis. 


application of a stimulus, mechanical or » eaibeal, 


| to the skin surface, the stages being first a local vaso- 


dilatation, second the “flare” or spreading flush, 
and, third, a local edema. By this means the chemical 
irritant with the histamine substance which it has 
evoked are diluted and neutralised and finally carried 
away from the site of irritation in the blood and lymph 
channels. Many examples of this rapid reaction could 
— The application of formic acid illustrates it 
well. 

Instead of a single sharp application of the chemical 
irritant, I would ask you to visualise the effect of such 
a stimulus if very much prolonged. In such cireum- 
stances a strong irritant would, of course, produce 
With a weak irritant, however, a highly 
important series of changes occur which have a definite 
bearing on the question of carcinogenesis. For the 
recognition of these changes we are indebted to 
Kreyberg, of Oslo, whose brilliant work should 
command the widest attention.** Using tars, 5 per 
cent. mustard oil and the prolonged application of 
heat, Kreyberg has shown that there is a limit to the 
capacity of the minute blood-vessels to return to 
normal after the unduly long stimulus of an irritant. 
After a period averaging about five weeks in mice 
experiments an “‘ ectasia’’’ of the vessels is produced 
by the throwing out of gear of the local vaso-motor 
reflex. This dilatation remains permanent and is 
followed by a capillary thrombosis and an associated 
local connective tissue fibrosis. Respiration of the 
cells is interfered with by this deprivation of capillary 
oxygen. On account, however, of the slowness of the 
process, the successive generations of affected cells 
have time to develop that reserve method of obtaining 
energy which characterises all malignant tumours, 
namely glycolysis, in which the carbohydrates are 
split with the production of lactic acid. Warburg 
Says: 

“Interference with the respiration in growing cells is, 
from the standpoint of the physiology of metabolism, the 
cause of tumours. If the respiration of a growing cell is 
disturbed, as a rule the cell dies. If it does not die, a tumour 
results.” 

I have ventured to place the views of Kreyberg and 
Warburg in sequence in this way because they appear 
to justify this important inter-relation. It will be 
apparent that the vascular reactivity will be more 
readily deranged by the prolonged application of an 
irritant if, at the outset, the local blood-supply is 
deficient, as in many scars, or if the blood-vessels are 
diseased, as in tertiary syphilis. Lumiére has empha- 
sised the susceptibility of scars to the action of 
irritants, and the high proportion of syphilitics as 
subjects of buccal and lingual carcinoma is well recog- 
nised. The carcinogenic irritants are undoubtedly 
numerous, and we will agree with C. H. Mayo when 
he says: ‘‘ There is no one cause for cancer; all 
merely contribute through their chemistry to end- 
results upon cell growth.’ Kennaway, Hieger, 
H. M. and C. C. Twort have proceeded far in isolating 
some of the irritants among such of the mineral, 
animal, and vegetable oil groups as are carcinogenetic. 


Medium of Application of the Irritant. 


Now arises the fundamentally important question, 
“by what means is the necessary chronicity or 
constancy of application imparted to the irritants so 
that their service to the cells is continuous and pro- 
longed?’ I would answer this question by the 
suggestion that the responsible factor is the physical 

F 
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nature of the medium in which the irritant substances 
are suspended or dissolved. This medium must be 
insoluble in the tissue fluids, must be viscous in 
consistency, and must evaporate with extreme slow- 
ness. Gas-works tar will serve as an illustration of the 
embodiment of a chemical irritant in a medium which 
secures its prolonged action. To such combinations 
we will apply, for convenience, the term ‘ potent 
substances.” 

Two examples will serve to demonstrate the dual 
nature of the potent substances with their irritant 
factor and constancy factor. 

Leitch i the irritant nature of pitch dust and its 
relation to the skin cancers of briquette makers. To secure 
its prolonged application, he dissolved it in human sebaceous 
oil, producing cancer in mice in less than three months by 
this means.*’ 

Twort believed that three irritants—chrysene, truxene, 
and benzerythene—were, in conjunction, capable of inducing 
cancer experimentally. To obtain their action, he suspended 
them in liquid paraffin, producing thus a carcinoma.** 

Throughout the whole field of experimental car- 
cinogenesis one is impressed by the universal use of 
the tars and oils as potent substances. Ethereal 
solutions of such substances act, of course, by the 
production of a fine film of the oil after the rapid 
evaporation of the ether. I know of only one recorded 
exception to this rule, where Leitch and Kennaway 
applied a very weak solution of potassium arsenite in 
water and alcohol to a large number of mice. In one 
mouse a carcinoma appeared. They repeated the 
experiment on several further series of mice, but 
failed to produce another positive result.2® I have 


tried to obtain a cancer by this means in three series 
of mice totalling 150 animals without success. Spon- 
taneous epithelioma does occur in mice, although 
‘rarely. In the incrimination of arsenic in the fate of 
this particular mouse, perhaps it would be permissible 


to state that the question is still sub judice. 

In the cancers of occupational origin, one is simi- 
larly impressed by the effect of the tars and mineral 
oils in contrast to the absence of occupational can- 
cerous skin conditions in the thousands of workers 
who are exposed to the action of undoubted chemical 
irritants applied in aqueous solution in which they are 
capable of rapid neutralisation and dilution. Henry, 
one of H.M. Inspectors of Factories, has given a 
valuable analysis of the occupational cancers, and his 
findings bear out the above statement. He refers to 
the fact that such an irritant as chrome has never yet 
been known to produce cancer.*® 


Medium of Application under Natural 
Conditions. 

Can we proceed from the experimental and occupa- 
tional categories to apply these views of a physico- 
chemical causation to the other, more common, 
varieties of cancer? I would suggest that this can 
reasonably be done, the place of the hydro-carbons, 
with their contained irritants, being taken by a 
variety of insoluble oily or greasy substances, such 
as the stale retained secretions, purulent exudates, 
the mucins under certain conditions, and the insoluble 
elements of old extravasations of blood. The toxic, 
irritant moiety in such insoluble media is formed, 
predominantly, by breakdown products of the fatty 
acids which accumulate in them and tend by staleness 
towards rancidity. I need not enter into a description 
of the large and important group of the fatty acids, 
except to remind you that many of them are insoluble 
in water and that they become saponified with the 
formation of soluble soaps in the presence of alkalis. 
The effect of these acids, especially lactic acid, is at 
present the subject of wide attention in relation to 





the cancer process and its genesis. Cramer refers to 
the marked toxicity of lactic acid and to its peculiar 
digestive action, even in weak solutions, which causes 
a slow tissue necrosis.**  Bierich and Rosenbohm 
state that, after the examination of a large number of 
acids, bases, and alkalis, the only reagent which pro- 
duced the same series of changes as are manifested 
in cancer is lactic acid.** Twort has produced a 
papilloma with oleic acid, another of the group. He 
states that a well-marked hyperplasia of the skin of 
the animal treated is consistently present, and he 
awaits the advent of malignant tumours with confi- 
dence.** Bierich describes the solvent action of 
lactic acid upon collagenous tissues and states precisely 
that “lactic acid is the direct cause of the malignant 
invasion of normal tissues by tumour cells.” #4 
Substances which are innocuous in pure form and 
in healthy organs tend to become toxic and irritant 
when decomposing under conditions of morbid stasis. 
The breast, the sebaceous glands, the prostate, and 
the subpreputial sulcus come readily to mind as areas in 
which these stale secretions may be operative. I shall 
quote from an excellent recent paper by Charteris.** 
“The suggestion of mammary stasis has been streng- 
thened by the finding of cysts, the contents of some being 
under considerable tension, and, moreover, it is well - 
nised that the material filling these dilated structures ts 
usually quite abnormal in appearance, being often of a 
soft cheesy or thick creamy nature. Adair and Bagg found, 
from a detailed clinical study of 200 consecutive cases of 
breast cancer, that only 8-5 per cent. of the women so 
affected had an apparently normal mammary history. In 
the remainder some abnormality was found from clinical 
data alone which appeared to justify the assumption that 
mammary drainage had been defective. They believe that 
the products of stagnation, decomposing and chemically 
altered milk, mucus, &c., stimulate an excessive growth of 
the epithelium lining the ducts and acini, and that, where 
the process has not progressed far, it corresponds with the 


led ‘ mastitis.’ Keynes gives a similar explanation, 


and mentions the presence of laminated plugs of keratinised 
epithelium in the orifices of the main ducts as a contributo: 
factor. Bagg (1926) has also undertaken experimental wor 
with mice to endeavour to determine whether functional 
disturbance may have some causative relationship with the 
onset of mammary cancer. This, in brief, consisted of 
rapid breeding of a number of groups of animals, none of 
which was permitted to suckle its litters, being re-mated 
immediately. Marked stasis in the ducts was thereby 

roduced, and in a number of cases artificial stasis was also 

rought about by ligation of the duct orifices. The incidence 
of mammary cancer amongst these animals was found to be 
enormously greater than in the control groups. For example, 
in one group of 15 mice subjected only to rapid breeding, 
13 developed mammary cancer, a rate of 87 per cent., as 
compared with 5 per cent. in the controls. These results 
were obtained after about 8 to 12 months.” 


APPLICATION OF IRRITANT IN VARIOUS REGIONS. 

The association of carcinoma with chronically 
infected surfaces, with persistent sinuses, and with 
the passage of infected mucus or frank pus for a 
prolonged period over a surface like the cervix uteri 
is well known. The growth-stimulating properties 
of the infected secretions is again being recognised - 
and even employed therapeutically, as in the Winnett 
Orr treatment of osteomyelitis. 

In the mouth, the jagged tooth and ill-fitting 
denture are undoubtedly of importance in respect of 
the localisation by trauma of the carcinomatous 
change in a diffuse leukoplakia. I would stress, 
however, the importance in conversion of the stale 
mucinous film which lies around the neck of the tooth 
and the insoluble exudates of the pyorrh@ic mouth. 
The dentures of a series of patients will almost always 
be found to be covered by a thin slimy pellicle which 
is insoluble in water and is difficult to remove by 
friction of a brush but is soluble in ether and disap- 
pears readily in an alkaline solution. Where inade- 
quate attention is paid to the cleanliness of the mouth 
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and in the persistent retention of epithelial oral debris, 
which is the evidence of disorder in the lower alimen- 
tary tract, the mildly irritant elements accumulate in 
the mucinous film. 

One example means very little but will serve to explain 
my meaning. Recently a sailor of 29 years of oo ane 
himself at pital with an epithelioma of the hard palate 
of one year’s duration. He had worn dentures for five 
years, and on being asked the routine question as to their 
causing pain he replied, ‘‘ No. That is the trouble. They 
were so comfortable that I wore them for several days and 
nights, at times, without cleaning them.”’ 


I would suggest that this adhesive, stale, slimy sub- 
stance is worthy of consideration as a responsible 
factor, as the retained debris of the tonsillar crypts 
and pharyngeal recesses may also have an action upon 
the mucosa with which it is in long contact. 

In the urinary bladder, I would refer to the only 
group in which an unduly high incidence is alleged— 
namely, the aniline dye workers. In such cases the 
carcinoma is, apparently, always preceded by a 
chronic hemorrhagic cystitis. The exemption of the 
kidney in these workers may be thus explicable. 

In the lung the association with old infected cavita- 
tiori is recognised, and in the best known occupational 
incidence—i.e., among cobalt workers—a chronic foul 
bronchitis is stated to be very common as a precursor 
of the carcinomatous change. 


VARIOUS ADJUVANTS TO THE APPLICATION. 
Burns of all types (thermal, X rays, khangri, kairo, 
&c.) may be followed by carcinoma. It is, however, 
the imperfectly healed burn or the one associated with 
a chronic fissure or ulcer, with chronic dermatitis or 
keratosis, which produces the condition. In such 


sites the stagnant secretion, its irritant action inten- 
sified by infection, may operate for several years. 


The partially destroyed skin gland may continue to 
secrete in the depth of certain keloidal burn scars, 
and in these a basal cell carcinoma supervenes. The 
main lesson of a masterly analysis of the development 
of cancer in burn scars by Treves and Pack from the 
Memorial Hospital in New York is the fact that severe 
burn scars are so prone to break down from tension, 
ischemia, and trauma, and that carcinoma arises at a 
late stage in the persistently broken surface.** 

Arsenic has been described as a cause of cancer. 
The external application of this substance has not 
proved dangerous. When taken medicinally over 
long periods it may produce a very chronic dermatitis 
or adhesive hyperkeratosis. No human case is on 
record in which the carcinoma has not been preceded 
by such a change. While the arsenic is thus respon- 
sible for the chronic skin changes, it is probable that 
the prolonged action of the unshed skin debris is the 
responsible intermediary with the same irritative 
action as is shown in a chronic intertrigo. For a 
very complete description of the late effects of the 
prolonged exhibition of arsenic I recommend the 
contribution of Pye-Smith, Nutt, and Beattie.*” 

Lupus is an accepted precursor of cancer, but again 
the carcinoma supervenes in those areas in which 
fissuring occurs, such as the angle of the nostril or 
around the mouth or in an isolated portion in which 
the disease still smoulders in raised yellowish patches 
which, on scraping, yield a greasy mass of cell debris 
and stale exudate. 

In the experience of an expert like R. L. Sutton a 
seborrheic keratosis of long standing, often the result 
of actinic action, is the commonest precursor of 
epithelioma.** 

Roffo has produced a carcinoma on the ear of a 
rabbit by the application of an admixture of tobacco 





oil.** I have never been able to advance beyond the 
stage of hyperplasia in many mice experiments with 
this substance. The difficulty in tobacco oil experi- 
mentation is that it tends to solidify at normal 
temperature, like a resin, after a short time. A 
certain degree of oily viscosity is an essential in the 
medium. I would make the suggestion that this 
viscosity may well be maintained in the stem of a hot 
porous clay pipe. 

The researches of Fibiger have received wide and 
well-merited attention. No suggestion has been made, 
except by Sambon, that the presence of a gross 
parasite in the tissues is in itself a cause of cancer. A 
large variety of parasites dwell harmlessly in this way. 
1 would commend the suggestion of Leitch that the 
start of the malignant proliferation is probably due 
to the prolonged toxic action of some excretion of 
spiroptera.*® 


CARCINOGENESIS IN THE ALIMENTARY TRACT. 


The alimentary tract forms, in my opinion, the 
outstanding example and verification of the chemical 
nature of the carcinogenic irritants and also, I submit, 
of the importance of the medium from which they 
act. The extreme disparity in incidence between the 
small intestine on the one hand and that of the stomach 
and colon on the other seems to be explicable only 
on a chemico-physical basis. In the stomach and 
colon the action of the irritants is intensified in an 
acid. medium, and the tenacious mucus in these sites 
renders their application constant. The fatty acids 
are formed in great excess in the large bowel by the 
action of bacteria upon the carbohydrates. In con- 
ditions of chronic gastritis and of colonic stasis the 
disintegration and interaction products of the fatty 
acids acquire a toxic and irritant quality which is 
absent under the healthy conditions of rapid passage. 
Per contra, in the small intestine these acids are 
saponified and rendered soluble as one of the main 
processes of digestion and the mucus medium is 
emulsified and passed on quickly. 


EXTRAVASATION OF BLOOD. 


-The action of the insoluble elements of extravasated 
blood, chiefly fibrin, and the lactic acid which is 
produced when the blood leaves its normal channels 
are of importance, especially in the xtiology of 
sarcoma. Extravasated blood would also, however, 
appear to be the responsible potent substance in the 
undoubted acceleration of growth which occurs in a 
carcinoma when contused or incised or incompletely 
removed by surgical means. By hemorrhage into a 
simple tumour, as by a myxomatous degeneration, a 
change in the character of the neoplasm may be 
induced. The rapid increase in the lactic acid content 
has been demonstrated in blood after withdrawal 
from the vessels and allowing it to stand for varying 
periods.“' In a series of observations upon hemato- 
mata, formed in rabbits by the subcutaneous 
division of the femoral artery, a comparison was made 
between the lactic acid therein and that of the blood 
in circulation. Dr. C. P. Stewart kindly analysed the 
samples for me and found a definite and progressive 
increase in the lactic acid content of the extravasated 
blood at periods of 4, 8, and 24 hours after severance 
of the artery. A very oblique wound prevented any 
escape of the blood to the skin surface in this little 
operation. Ewing writes :— 

“The organisation of considerable masses of blood 
provides conditions favourable for very free growth of 
atypical cells. Some organising blood clots after fracture 
I have found quite difficult to separate from sarcoma, 


Formation of progressive traumatic angiomas which gradu- 
ally extend beneath the periosteum, often enclosed by a shell 
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of new bone, may apparently precede the later development 
of traumatic sarcoma. 


It would be unwise to digress at this point to 
discuss the effect of the retained element in menstrual 
blood in stimulating the growth of the fertilised ovum 
or of the action of the viscous secretion which covers 
the healthy granulating wound. In both situations 
there are many close resemblances, including glyco- 
lysis, to the process of cancer development. For- 
tunately, in the vast majority of instances, differen- 
tiation sets its seal upon the embryo and upon true 
repairing tissue. The slowness of carcinogenesis and 
its imperviousness to the differentiating influences, 
by reason of the surrounding fibrosis and capillary 
thrombosis during the critical evolutionary period of 
change in metabolism, render it woefully inveterate. 


Substances Favouring Cell Growth. 


The oleaginous medium is of importance chiefly 
because it acts as the excipient for the contained 
irritants. It has, however, certain auxiliary properties 
to which brief reference should be made. 

The carcinogenetic agents which have been specially 
analysed have been found to possess some degree of 
activity as keratin solvents. Because of their oily 
nature they mix with the natural oils of the epithelial 
surfaces and in course of time reach the papillary 
lymphatics. Their insoluble nature leads to blockage 
of these delicate channels, and this is a possible 
explanation of the lymph stasis and papilloma forma- 
tion which has been so cogently stressed by Sampson 
Handley. 

Describing the surface action of fatty substances, 
a distinguished dermatologist states : 

‘* The fat is greedily taken up by the horny cells, causing 

them to swell up, damming back the natural evaporation 
and causing fluid to accumulate as far back as the papillary 
body, and thus on sensitive skins its application often 
produces a most undesirable hyperemia and oedema. 
A further effect of the contact of oil with the surface 
of the living cell is an alteration in the interfacial 
surface tension of the cells with increase in their 
potassium content. The work of A. B. Macallum, of 
Toronto, on this subject deserves more attention than 
it has received in relation to carcinogenesis.** 

Potassium is such a constant constituent of the 
living cell that all its attributes are worthy of full 
investigation. Its radio-activity may yet be demon- 
strated to be of some significance within the confines 
of the cell and the suggestion that it plays a part in the 
re-synthesis of carbohydrates*® is worthy of considera- 
tion in relation to the comparative autonomy of the 
glycolising tissues. 

“‘ Clowes and Frisbie found that rapidly growing tumours 
contain a high percentage of potassium and little or no 
calcium, whereas in old, slowly growing, relatively necro- 
biotic tumours the relation is reversed, the potassium 
decreasing greatly while the calcium increases. Beebe 
obtained similar results, and his analysis, supported by 
Clowes and Frisbie’s findings, indicate the importance of 
potassium for cell growth. Injection of potassium salts into 
mice increases their susceptibility to inoculation (Clowes), 
while calcium decreases cancer growth (Goldzieher). 
Exposure of isolated cancer cells to calcium salts reduced 
their growth capacity when inoculated, apparently through 
reducing their water content. Both effects are counteracted 
by sodium (Cramer).’’ ** 

Cramer's views upon the imbibition of fluid by cells 
rich in salt are of great interest. He has found that 
the water content is highest in rapidly growing cells 
and lowest in the slowly growing tissues. Cells which 
are rich in water are the most susceptible to the action 
of X rays and radium. 

** The sensitiveness of a cell to these rays is dependent 
on the water content of its protoplasm, and since water is 





known to be a good absorbent for X 7 and radium rays it 
is easy to see why that should be so. 


The physico-chemical ctieaghens, which has been 
suggested as the means by which conversion is 
brought about, is slow in effecting the cycle of changes, 
and the result may only become manifest after cessa- 
tion of the application of the potent substance. Con- 
version being established, the transfer of the converted 
cell from the epithelial zone may be determined by 
trauma, such as the rupture of a cyst or strain around 
the base of a papilloma. Deelman has shown 
experimentally how the development of carcinoma is 
accelerated along the lines where the trauma of 
scarification has been inflicted.** In place of the 
disjunction of a tumour cell, a steady infiltration may 
take place by a digestive action resembling that of 
the chorionic epithelium, the excess of lactic acid 
from glycolysis being the probable explanation of 
this capacity. 

The persistence and multiplication of the converted 
cell group in which the glycolytic career is continued 
inaugurates the stage of established cancer and is 
beyond the scope of a discussion on wxtiology. The 
first reactions against establishment have already 
been referred to. 


I shall not attempt to make a full summary. The 
suggestion has been made that the question of 
wtiology may be simplified by dividing the carcino- 
mata into three groups of Implantation, Continuing, 
and Conversion. In the Conversion group the impor- 
tance of the physical nature of the medium from 
which the contained irritants act has been stressed. 
An endeavour has been made to correlate the work of 
a considerable number of observers. The living cell 
knows nothing of our departmental methods of study, 
and this fact necessitates a comprehensive view in 
an endeavour to understand its processes. 
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IN a previous paper' on the Size of the Healthy 
Heart and its Measurement, the following conclusions 
were reached. 


Location of the —_ -beat by palpation is the most 
reliable clinical method of measuring the heart, and ortho- 
canals is the simplest and most eomante radiological 
meth 

The most reliable index of heart size is its total transverse 
diameter, which varies directly with body-weight and 
inversely with height at any given weight. 

The normal transverse diameter may be predicted with 
reasonable accuracy from body-weight for those whose 
height is ideal for weight. In others, both height and 


weight must be taken into account in predicting heart 
size. 


The observed transverse diameter 
£ percentage of the predicted normal is the best way of 
indicating heart size, but measurements cannot be applied 
as a rule-of-thumb method in separating healthy from 
diseased hearts, and must be considered in relation to the 
clinical data. In borderline cases changes in the shape of 
the heart silhouette are likely to be of more value than 
measurements. 

In the present paper a larger series of cases have 
been taken (223 compared with 116) in order to see 
how far these conclusions can be confirmed and at 
the same time to investigate the relation, if any, 
between total transverse diameter of the heart, body 
build, and cardiovascular efficiency. 

Orthodiagrams were made in the erect posture, 
and no case was accepted unless the two independent 
outlines of the heart agreed within 4mm. In practice 
a discrepancy as much as this rarely occurred. These 
records were of healthy adult males aged 18—40 years, 
in whom neither medical history nor clinical examina- 
tion of the heart revealed any evidence of cardiac 
disease, past or present. The urine was normal in 
all cases. They included 40 candidates for cadetship, 
15 civil aviation B licence cases, 22 serving officers, 
54 candidates for short service flying commissions, 
46 candidates for stores commissions, 18 airman 
candidates for flying, 10 reserve officers, and 18 mis- 
cellaneous cases, and the average age in each weight- 
group of 5 kg. was between 23 and 26 from the 
50-54 kg. group to the 75-79 kg. group. The 80-84 kg. 
group averaged 27, and the 85-89 kg. group 31 years 
of age. 

ACCURACY OF PALPATION OF THE APEX-BEAT. 


In order to determine the degree of accuracy of 
location of the apex-beat by palpation, a circular 
lead disc 1 cm. in diameter was attached to the 
chest wall over the estimatéd clinical apex prior to 
orthodiagraphy. It was soon found that the left- 
most point on the chest wall at which a definite lift 
was imparted to the finger-tip was consistently 
external to the actual left border or apex of the 
heart as shown by the orthodiagraph. The lead was 
then placed, with more satisfactory results, over the 
left-most point at which a definite forward lift, at 
right angles to the chest wall, was felt by the finger- 
tip, and the term “clinical apex” is used in the 
following paragraphs to indicate this point. Lift is 


expressed as a 





still imparted to the finger-tip in most cases 0-5 to 
1 cm. further out than this, but is then oblique in 
direction instead of purely forward. : 

The first 60 cases were excluded to minimise 
errors in technique, and a series of 100 consecutive 
cases then gave the following result. 

In 40 per cent. the clinical apex as marked on the 
chest wall corresponded to the anatomical apex as 
shown by X ray, and in 27 per cent. it corresponded 
to the left border of the heart above the anatomical 
apex. In 5 of these 27 cases the clinical apex was 
3 cm. or more above the anatomical apex, in 12 cases 
2 em. above, and in 10 cases 1 em. above. Measure- 
ments were taken to the nearest centimetre. The 
clinical apex was 
found to be ex- 
ternal to the anato- 
mical apex or left 
border of the heart 
in 25 per cent. of 
cases, and of these, 
in 19 it was 1 em. 
external, and in 6, 
2 cm. external. In 
the remaining 8 per 
cent. the clinical 
apex was internal 
but in only one case 
was the error made 
as much as 2 cm.. 

In the 25 cases 
in which the heart 


Fie. 1. 





was actually Megmel orthodiagram illustrating the 
smaller than indi- Cogree % of rer 9 Sa. Lg 
: pation r clinical apex- 
cated by palpation, The size of the three circles indicates 
only one showed the relative wry with — 
c al apex (A) agrees 
any degree of  {B)tice outside’ and (c) lies inside the 
tachycardia. There anatomical left border or apex ; the 
were h white segments indicating in each 
ere, owever, case the proportion of cases of 
12 cases of tachy- tachycardia. Apart from this, the 
cardia out of the 
67 in which palpa- 


figure is purely diagrammatic. 
tion and X ray agreed, and four cases out of 
the eight in which the heart size was under- 
estimated. 

At first sight these figures appear to conflict with 
the clinical experience that marked tachycardia or 
tumultuous action of the heart is liable to cause over- 
estimation of heart size by palpation, but there were 
no cases of extreme tachycardia or marked tumultuous 
heart action in the present series. It is also probable 
in such cases that if care is taken to feel the apex 
with the palm of the hand prior to more exact 
localisation with the finger-tip, as it should be 
in every case, fewer errors in this respect would 
be made. 

It is interesting to note that although the clinical 
apex, as marked by the lead dise on the chest wall, 
was appreciably nearer the middle line than the more 
usually accepted position, the number of cases in. 
which the lead was external compared to the number 
internal to the left border or apex, preponderates 
by 3 to 1. In other words, over-estimation of heart 
size by palpation is more frequent than under-estima- 
tion. It appears reasonable to assume that errors 
of as much as 2 cm. outside or inside the left border 
or apex are of rare occurrence in palpation of the 
normal heart, and that in over 90 per cent. the error 
is 1 em. or less, provided that the selected point is 
the left-most at which forward thrust can be felt by 
the finger-tip. These points are summarised in 
Fig. 1. 
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TOTAL TRANSVERSE DIAMETER OF THE HEART IN 
RELATION TO HEIGHT AND WEIGHT. 

Table I. shows the relation between body-weight 
and total transverse diameter of the heart (T.D.) in 
the whole series. Figures in italics are those obtained 
in the previous series.* 

TaBLE I.—Relation of Transverse Diameter of the 
Heart and Body-weight. 


Weight groups 
Wy we: 0s 


50-54/55—59/60—64/65—69) 7 0—7 4/7 5—79|80—84/85-89 
Cases (223) ..| 17 43 51 39 33 19 12 9 





Average T.D. 
(cm.) heart .| 10°6 | 11°0 | 11°3 | 11°5 | 12°1 | 12°6 | 13°0 | 13°3 


10°8 | 10°9 | 11°2 | 11°6 | 12°1 | 12°2 13°4 
































Fig. 2 shows that the increase of transverse diameter 
is practically uniform with increase of body-weight, 
and for purposes of prediction can reasonably be 
taken as a straight line aB. Lines cp and EF show 
the lower limit (— 10 per cent.) and the upper limit 
(+10 per cent.) respectively of the given transverse 
diameter at any weight. 

The transverse diameter of the heart was found to 
vary inversely with height in all weight groups up 
to the 75-79 kg. group—i.e., those cases above the 
average height in each weight group had a smaller 
transverse diameter, and those cases below the average 
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Relation between body-weight and transverse diameter of the 
heart. AB is the mean normal transverse diameter, cp is the 
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mean normal minus 10 per cent, EF the mean normal plus 
10 per cent. The normal range lies between cp and EF. he 
dots represent the mean transverse diameter of each 5 kg. 
weight group of the present series. 


height had a larger transverse diameter than the 
average for the group. In the 80-84 kg. and 85-89 kg. 
groups this did not apply, but the number of cases 


-in each group—namely, 12 and 9 respectively—are 


too small for any conclusion to be drawn as to whether 
this is of constant occurrence in these groups or not. 
The probable explanation is that almost all subjects 
over 80 kg. are disproportionately heavy for their 
height, and the heart in these cases tends to the 
horizontal position, associated with the short, broad 
chest commonly found in these individuals. 


BODY BUILD. 


In the study of body build, use is made of tables 
showing the ideal height and weight for any given 
age. The tables most generally used are those 








prepared from the American medico-actuarial inves- 
tigations. These tables show height in shoes and 
weight inclusive of indoor clothing, and separate 
tables are available for both sexes. There are two 
tables available based on medical insurance examina- 
tions in Great Britain: (1) those of the Scottish Life 
Assurance Co., which do not, however, differentiate 
the sexes; and (2) tables prepared from records 
supplied by seven important British insurance 
offices, compiled from 28,697 medical examinations 
for life assurance in 1921 and 1922,? and comprising 
males only. The weights are somewhat less than 
those of the Scottish Life, and these again are less 
than the American figures. As this rather suggested 
that actual weights and heights had been used, 
though no definite information appeared to be avail- 
able on this point, some 2000 cases, aged 18-30, 
examined at the Central Medical Establishment, 
Royal Air Force, whose exact weight and height 
were known, were analysed by the statistical branch 
of the Air Ministry. 

The figures were found to be of sufficient size for 
the compilation of a table showing the variation of 
weight and height for each year of age between 
18 and 25. Over this range it was found that the 
weight at any given age and height agreed so closely 
with the figures of the British Life offices as to war- 
rant the assumption that they represent a reasonably 
accurate picture of actual stripped weight and height. 
The weights in the Royal Air Force series for any 
given height and age are the higher of the two but 
the discrepancy was usually below 1 kg., and this 
could be reasonably expected in view of the better 
physique of the present series compared to the 
population as a whole. 

Using the figures of the British Life offices, the 
whole series was divided into three groups: (a) those 
over 5 cm. too tall for their weight and age (slender 
build); (6) those within 5 cm. of ideal height for 
weight (average build); (c) those over 5 cm. too short 
(thick-set build). The 10 cm. allowance made in 
group (b) corresponds to an average variation in 
weight of 6-8 kg. at any given height. 


BODY BUILD AND HEART SIZE. 


In the 223 cases, 78 were in group (a), 99 in (bd), 
and 46 in (c). 

In group (a) (slender build) the transverse diameter 
of the heart was, in 84 per cent. of cases, within the 
normal limits—i.e., +10 per cent. of mean normal— 
shown in Fig. 1, and 12 per cent. had abnormally 
small hearts—i.e., below —10 per cent. In group (b) 
(average build) 90 per cent. were within normal 
limits. In group (c) (thick-set build) 85 per cent. 
came within normality, but there were 11 per cent. 
of abnormally large hearts. 

In the total series 87 per cent. were within normal 
limits, 8 per cent. having abnormally small and 
5 per cent. abnormally large hearts. 

Fig. 3 illustrates these points, the main feature 
being the preponderance of abnormally small hearts 
in the slender type and of abnormally large hearts in 
the thick-set type. 

Bardeen * and Eyster * have produced formul# for 
calculating transverse diameter from age, height, and 
weight, but when the many factors affecting heart 
size as expressed by transverse diameter are con- 
sidered, it is doubtful whether such elaborate methods 
are required in practice. The body build, shape of 
the chest, and height of the diaphragm, are all factors 
in determining whether the lie of the heart be of the 
vertical or horizontal type, irrespective of actual size, 
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and consequently, although the transverse diameter 
is an approximate indication of the heart size, it by 
no means affords an exact estimate of it, and this 
especially applies to those of abnormal build. An 
athlete’s heart is usually larger than that of a seden- 
tary worker, and, taking all these factors into con- 
sideration, we are of the opinion that for healthy 
males between the ages of 18 and 40, a range of 


+10 per cent. of predicted normal transverse dia- 
meter for any 


the blood pressure. The two former have been 
described elsewhere,® but a brief résumé at this stage 
is necessary in explanation of the tables shown. 

The pulse-response test shows the degree of reaction 
to the assumption of the erect posture as well as to 
mild exercise. It consists of taking (1) the steady 
sitting pulse ; (2) the pulse-rate on the assumption 
of the erect posture, the degree of rise indicating the 
efficiency of adjustment to this position; (3) the 





given weight is a 
reasonably accu- 
rate standard of 
normality. As 
an example, in 
Fig. 1, if the 
weight is 70 kg., 
predicted trans- 
verse diameter is 
12 cm., and 
should not be 
below 10-8 nor 
above 13-2 em. 
Cases unduly tall 
or short for their 
weight should be 
given special 
consideration. 
As an instance of this, the unduly tall individual | steady standing rate ; (4) the pulse-rate immediately 
usually has a heart of smaller transverse diameter | after exercise performed by placing one foot on a 
than one of average build, and consequently in such a | chair and rising on to it 5 times in 15 seconds ; (5) the 
case, if the transverse diameter is found to be +10 number of seconds required for the pulse to return 
per cent. of predicted normal, it is suggestive of to the steady standing rate. The pulse-rate per 
pathological enlargement, if from the previous history, | minute is calculated from the number of beats in 
habits, and clinical findings, the heart is suspected to | five-second intervals, and a stop-watch is necessary 
be abnormal. The deciding factor, however, in all | for the accurate performance of this and the following 
borderline cases is the shape of the heart outline and | test. 


vascular pedicle as determined by the oblique views | In the 40-millimetre test the subject blows up a 
column of mercury in a U-tube manometer to a 


as well as the antero-posterior. 
pressure of 40 millimetres, and holds it there as long 
CARDIOVASCULAR EFFICIENCY. as possible. The first figure shown is the sitting pulse 
It is the general consensus of opinion that no | (number of beats in five seconds) before the com- 
really satisfactory system of gauging cardiovascular | mencement of the test, and the succeeding figures 


Fie. 3. 
MEAN NORMAL 


TD. SMALLER THAN NORMAL T D.GREATER THAN NORMAL 


NO.OF” 





cases 
SLENDER BUILD 78 


46% 38% 

















AVERAGE BUILD 99 53% 














THICK-SET BUILD 46 48% 
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T.D.BEYONDNORMALLiMiTS — | pss 
te. MEAN NORMALE MORE THAN 10% f / 


Relation between transverse diameter of the heart and body build. Percentages are omitted from 
the smaller spaces for the sake of clarity. 





. T.DWITHIN NORMAL LIMITS 
ie MEAN NORMAL + 10% 














TABLE II. 





Pulse response test. 


Blood pressure. 


40 mm. test. 


l | } 

Ist 2nd | After ‘Return to 
Sitting. | | | Ist 40 secs. 
standing. standing. | exercise. | normal. Pulse Figures show number 
| * Ipressure.| of heart-beats in five- 


second periods. 





Pulse-rates per min. 





92. 


Fit cases (140) | 
| 105 
| 


C.V.1. cases (52) 


80 
92 


6/7, 8, 7, 7, 7, 7, 7, 7, 
7/9,9, 10,10, 10, 10, 9,9, 


Cases with blood pressure 
140/90 and over (27) 


Average of 2413 R.A.F. 
pilots fit for flying in 1930 


93 80 6/7, 8, 8, 8, 8, 7, 7, 7, 





Not available. 





efficiency exists. Various methods based on altera- | show the number of beats for each successive five- 
tions in blood pressure and pulse-rate, lying and | second interval (Table II.). The important part of 
standing, with or without various amounts of exer- | the test is the behaviour of the pulse rather than the 
cise, have been devised, mainly by American | mere duration of the test, as the average young adult 
observers,>-* but they do not, in our opinion, show | can usually average over 60 seconds, but an unchanged 
any outstanding advantage over the methods em-| pulse throughout, or one that does not rise by more 
ployed in the Royal Air Force since its inception in | than 12, or at the most 24, beats per minute, has 
1918, and all of them take longer to apply. Estima- proved in the Royal Air Force to be a valuable 
tion of cardiovascular efficiency of the healthy male | indication of cardiovascular efficiency. ria 

in the Royal Air Force is based on a consideration| In measuring the blood pressure, the beginning of 
of the pulse-response test, the 40-millimetre test, and | the fourth phase is taken as the diastolic pressure. 
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This is the point at which the clear sound heard with 
the stethoscope over the brachial artery changes to a | 
faint thud prior to cessation of all sound. 

The criterion as to whether an individual showed 
cardiovascular inefficiency or not was based on the 
Royal Air Force standards—i.e., whether he was, as 


NO. OF 


Fig. 4. 


T.D.SMALLER THAN NORMAL 


pressure averages 130/79 compared with the Royal 
Air Force pilot figure of 124/78. 
CARDIOVASCULAR EFFICIENCY AND HEART SIZE. 


Both Smith" and Meakins and Gunson ™* found 
that soldiers with symptoms of effort-syndrome had 





T.D.GREATER THAN NORMAL 
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35% 











FIT, B.P NORMAL 140 41% 











48% 














FIT, BP. RAISED 27 30% 





67% 

















: T.D WITHIN NORMAL LIMITS 
ey: ie MEAN NORMAL IO 











Relation between transverse diameter of the heart and cardiovascular efficiency. Percen' 
spaces for the sake of clarity. C.V.1. =cardiovascular inefficiency. B.P. =blood pressure. 


regards his cardiovascular system, fit for Service 
flying. 

The disproportionate number of cases of blood 
pressure of 140/90 and above in group (c) (thick-set 


build) seemed to justify special consideration of this | 


type of case, as there were 27 in the whole series, and 
14 of these occurred among those of thick-set build. 
We do not suggest that these raised blood-pressure 
cases are pathological. They are mainly single 
examinations, and in our experience such cases of 
raised blood pressure are usually lower when examined 
elsewhere than at the Royal Air Foree Medical 
Board, where there is usually a pronounced emotional 
factor. In no case was there any clinical evidence 
of hypertrophy of the left ventricle, and in only one 
case was the heart shown by X rays to be beyond 
the upper limit of normality, whereas in the cardio- 


















T.D. BEYOND NORMAL LIMITS 
ie. MEAN NORMAL + MORE THAN /O% 1) 


are omitted from the smaller 





hearts whose transverse diameter was on the average 
0-7 cm. smaller than the mean value of Dietlen’s * 
tables. Our figures show that the average transverse 
diameter of cases of cardiovascular inefficiency is 
0-3 cm. below our own mean normal. When it is 
borne in mind that all cases were entirely symptom- 
less, and would not have presented themselves for a 
medical examination reputed to be an unusually 
strict one unless they were fairly confident as to 
their medical fitness, the discrepancy is not marked. 
It seems probable that the effort-syndrome cases in 
war are recruited largely from the symptomless 
cardiovascular inefficients of peace time. 

The preponderance of abnormally small hearts 
among cases of cardiovascular inefficiency (23 per 
cent.) is in marked contrast both to the percentage 
found in the cardiovascular efficient type (4 per 


























Fie. 5. 
NO. OF 
CASES 
SLENDER AVERAGE THICK SET 
UNFIT: CMI. 52 54% 367. 10% 
SLENDER AVERAGE THICK-SET 
FIT,B.P.NORMAL 140 34% 50% 16% 
SLENDER AVERAGE THICK-SET 

FIT,B.P.RAISED 27 n% 41% 46% 




















Relation between body build and cardiovascular efficiency. 


vascularly efficient cases with normal blood pressure 
there were 10 out of 140 beyond that limit. 

An interesting point is the rarity of blood pressures 
of 140/90 and over combined with cardiovascular 


inefficiency (C.V.I.). There were only four of such | 


cases in the whole series, and for purposes of sim- 


plicity they have been omitted from the following | 
table (II.), which shows the figures of the present | 
series compared with those of 2413 fit pilots in the | 
Royal Air Force examined in 1930.1° The increased | 


pulse pressure of the cases of cardiovascular ineffi- 
ciency is due solely to the rise in systolic pressure, 
the diastolic remaining practically the same. This 
is the typical emotional response normally met with 
in this type of case, and is present to a less extent 
on a first examination of fit candidates, whose blood 









C.V.1. =cardiovascular inefficiency. B.P.=blood pressure. 





cent.), and to their complete absence among cases 
of raised blood pressure. These results are shown 
graphically in Fig. 4. 


CARDIOVASCULAR EFFICIENCY AND BODY BUILD. 


Smith “™ in his effort-syndrome cases found that 
65 per cent. were below normal weight. As might 
be expected from the preceding discussion, there is a 
close relationship between slender build and cardio- 
vascular inefficiency. Out of the 52 cases of the 
| latter, 28, or 54 per cent., were more than 5 cm. too 
tall for their weight, and this figure rises to 81 per 


| cent. if actual ideal height for age and weight is 


taken. The thick-set type is just the reverse of this, 
| the characteristic feature of the group o~ the high 
percentage of cardiovascular efficients and cases of 
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raised blood pressure (140/90 and over). 
are shown graphically in Fig. 5. 


The results 


SUMMARY AND CONCLUSIONS. 


1. The apex-beat of the Loart as determined by 
palpation coincides w.th the anaiomical apex or left 
border of the heart, as shown by the orthodiagram, 
in two-thirds of the cases examined. The margin of 
error in clinical under- or over-estimation rarely 
exceeds 1 cm., and over-estimation is the more usual 
of the two. 

2. In the total series of 223 cases the total trans- 
verse diameter of the heart is within +10 per cent. 
of predicted normal, based on weight alone, in 87 per 
cent. of cases. Abnormally small hearts, as estimated 
by their transverse diameter, are present in 8 per 
cent., and abnormally large hearts in 5 per cent. of 
cases. 

3. In cases of average build, 90 per cent. of hearts 
fall within normal limits, 6 per cent. being below and 
4 per cent. above normality. 

4. Among those of slender build the transverse 
diameter of the heart is below —10 per cent. of 
predicted normal in 12 per cent. of cases. 

5. Among those of thick-set build the transverse 
diameter of the heart is above +10 per cent. of 
predicted normal in 11 per cent. of cases. 

6. Height, in addition to weight, has therefore to 
be taken into consideration in cases of abnormal 
build, bearing in mind that the transverse dia- 
meter of the heart is usually smaller than normal 
in those of slender build and larger in the thick-set 
type. 

7. All cases in which the heart size is at the border- 
line of normal range must be considered in relation 
to their body build, history, mode of life, and clinical 
findings before they are pronounced as pathological, 
and changes in the heart silhouette are of more value 
in such cases than measurements. 

8. The relatively high percentage of abnormally 
small hearts (23 per cent.) among cases of cardio- 
vascular inefficiency, as gauged by Royal Air Force 
tests and standards, is in striking contrast to the 
relatively low percentage (4 per cent.) in cases of 
cardiovascular efficiency. 

9. Minor degrees of raised blood pressure (140/90 
and over) are rarely found among cardiovascular 
inefficients, and are most frequent in those of thick- 
set build. 

10. Cardiovascular 
those of slender build. 


inefficiency is commonest in 


We wish to express our thanks to Squadron 
Leader G. S. Marshall for suggestions and execution 
of the diagrams, and to Miss I. M. Marshall for 
secretarial assistance. 
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TOXIC DIPHTHERIA: 


COMBINED ANTITOXIN AND DEXTROSE- 
INSULIN THERAPY. 


By E. C. Benn, M.B. LIverp., 


SENIOR ASSISTANT MEDICAL OFFICER ; 
Epwarp Hugues, M.B. Liverp., D.P.H., 
AND 


S. Atsteap, M.B. Liverp., 


RESIDENT MEDICAL OFFICERS, BIRMINGHAM CITY HOSPITAL, 
LITTLE BROMWICH. 


In a study of circulatory failure in diphtheria 
Schwentker and Noel! reject as contradictory and 
unsatisfactory no less than seven theories of its 
causation. With full acknowledgment of their debt 
to the pathological work of A. S. Warthin,? they 
conclude that ‘‘the symptoms of diphtheria intoxi- 
cation are to a large part due to secondary constitu- 
tional disturbances in all of the essential body tissues.” 
They show that (1) in the early phase of the toxemia 
of diphtheria there is a rise in the blood-sugar due 
to an increased glycogenolysis. (2) As the toxemia 
becomes more profound there is a steady decrease 
in blood-sugar which may result in hypoglycemia. 
(3) As the specific effect of the toxin upon the tissues, 
including the pancreas, becomes more marked, 
glycogenesis is diminished owing to decreased insulin 
production. In consequence the blood-sugar again 
rises. They therefore suggest that in addition to 
antitoxin therapy in the severely toxic case of 
diphtheria, an attempt should be made to stabilise 
carbohydrate metabolism by the administration of 
dextrose and insulin. Schwentker and Noel record a 
short series of cases so treated with highly successful 
results. 


A disorder of carbohydrate metabolism in toxic diphtheria 
has been noted by several workers. Mikami * found hyper- 
glycemia in rabbits which died within 24 hours of intravenous 
injection of diphtheria toxin, the hyperglycemia reaching 
its maximum within three hours oe Gascon and then 
gradually decreasing. He found that this hyperglycemia 
could be prevented by double splanchnectomy, and he 
therefore assumed that it was of central origin. With a 
dose of diphtheria toxin not fatal in 24 hours a hypoglycemia 
and diminution of liver glycogen occurred which was not 
prevented by double splanchnectomy. This work has been 
confirmed by Lawrence and Buckley,‘ and by Sweeney. * 
As far back as 1922, Lereboullet and his collaborators * ’ 
showed that in a considerable proportion of cases of grave 
diphtheria a definite hypoglycemia is present, while in 
mild and moderate cases the blood-sugar content is unaltered. 
Elkeles and Hermann * * '* found a diabetic type of blood- 
sugar curve for a long period after recovery from diphtheria, 
and Schwentker and Noel’ also report this type of curve. 
Hector '' suggested the use of insulin in toxic diphtheria, 
and Kostyal '* has employed dextrose-insulin therapy in 
diphtheria of all grades of clinical severity. Toomey ™ 
found that the use of dextrose decreased the incidence of 
heart-block and acute dilatation, but although in the 
presence of heart-block life was prolonged, none of his cases 
recovered. 


We propose here to discuss the changes in the 
blood-sugar curve in diphtheria, and to present a 
series of cases of toxic diphtheria treated as suggested 
by Schwentker and Noel with dextrose-insulin in 
addition to diphtheria antitoxin. Another series of 
similar clinical severity treated in previous years with 
antitoxin alone is adduced for comparison. 


TECHNIQUE AND RESULTS OF BLOOD-SUGAR 
ESTIMATION. 
The method of estimation of the blood-sugar was 
that of Crecelius and Seifert,'* based upon the 
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conversion of picric acid to picramine acid. It permits 

of rapid colorimetric estimation, and requires only 
0-2. c.em. of capillary blood. Compared with the 
method of Folin and Wu, a constantly higher reading 
of less than 5 per cent. is shown. The blood-sugar 
estimations were made throughout by one of us 
(E. H.). The injection of adrenalin was avoided 
before and during the period of estimation. 

As soon as possible after the admission of a patient 
suffering from toxic diphtheria a preliminary injection 
of antitoxin was given intramuscularly, and one hour 
later a resting blood-sugar estimation was made, 
followed by antitoxin and 20 g. dextrose intravenously 
(a sterile 50 per cent. solution at body temperature). 
Further blood-sugar estimations were made at 
intervals of ten minutes, one hour, one and a half 
hours, and two hours after the dextrose injection. 
By examination of the curve thus obtained a conclusion 
was reached as to the severity of the case and the need 
for insulin therapy. Experience has shown the greater 
the lag in the return of the curve to normal, the greater 
the toxemia, and therefore the initial dextrose- 
tolerance curve was a valuable guide to prognosis. 
Hypertoxic cases showed a higher general level and 
more marked lag than the moderately toxic group. 
Even cases which had little or no clinical evidence 
of toxemia showed a slight lag in the blood-sugar 
curves. 

Fig. 1 shows the average values obtained in three 
groups, each of ten cases of faucial diphtheria, which 
were classified clinically as very mild, moderately 
toxic, and hypertoxic. It will be seen that a slight 
but definite lag is present in the curve representing 
the mild cases. All the patients in this group 
recovered with relatively small doses of antitoxin 
and without obvious complications. The graph of 
the moderately toxic cases shows a more definite lag 
at the end of the same period, while the curve of the 
hypertoxic group shows a higher general level and 
a more marked lag than either of the other groups. 
In the most severely toxic group a lag was persistently 
present in the dextrose-tolerance curves for an average 
of 20 days in those cases which recovered. The 
maximum duration of this diabetic type of curve was 
44 days in one patient of Group III. In the moderately 
toxic group a “lag curve ’’ was found on an average 
for seven days. 

Only three of the hypertoxic cases showed a pre- 
liminary (‘‘ resting ’’) blood-sugar content of less than 
100 mg. per cent. The others showed an initial 
hyperglycemia of varying degree, and this can be 
accounted for by the more advanced stage of disease 
on admission. In the absence of severe complications 
the dextrose-tolerance curves showed a progressive 
improvement as the patient recovered, but in those 
cases which had shown a profound early toxemia 
and which developed severe cardiac or nervous 
complications, a@ temporary return to the diabetic 
type of curve was observed at the onset of such 
complications. 

The prognostic significance of these dextrose- 
toleranrs tests is emphasised by the occasional 
occurrence of a grossly abnormal curve. Such a 
curve usually indicates a hopeless outlook, and an 
example is given in Fig. 2. 

The effect of insulin upon the diabetic type of 
curve in toxic diphtheria is to give a reading approxi- 
mating more closely to the normal throughout the 
curve. In Fig. 3 are two curves which were obtained 
from a patient on consecutive days and in similar 
circumstances, with the exception of the administra- 
tion of insulin before the giving of dextrose in 
curve B. 








PRACTICAL APPLICATION. 

Thus the evidence brought forward above confirms 
the work of Schwentker and Noel! on the carbo- 
hydrate metabolism in toxic diphtheria. The character 
of the dextrose-tolerance curve varies with the clinical 
severity of the case. The amount of lag is directly 
proportional to the degree of toxemia ; in the mildest 
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cases there is only a slight deviation from the normal 
curve, but in the moderate and severe grades of 
toxemia the curve becomes progressively diabetic 
in character. The practical value of attempting to 
correct the disturbance of carbohydrate metabolism 
in toxic diphtheria may be judged from a comparison 
of the two series of cases detailed below. In order 
to facilitate comparison as to the clinical severity in 
the two groups, the short classification of faucial 
diphtheria by Bie '* has been adopted. Briefly this 
is as follows :— 

A. Cases of slight severity: membrane not fully covering 
the tonsils ; post-nasal catarrh occasionally ; foetor or slight 
peri-adenitis ny exceptional). 

B. Cases moderate severity: membrane covering the 
tonsils and the palatine arches or the tip of the uvula; 
post-nasal catarrh; foetor and a slight ~ of peri- 
adenitis frequently present; exce tional only are albu- 
minuria and other signs of toxz , and a more marked 
degree of peri-adenitis—e.g., glands of “ plum” or “ hen’s 


Size. 
“se, p mol cases: membrane covering the uvula and soft 
palate, and frequently the hard palate also, or the buccal 
mucous membrane or posterior pharyngeal wall; post-nasal 
catarrh and foetor the rule; albuminuria frequent; signs 
of toxemia and very marked peri-adenitis. 

Needless to say, no clinical classification, which 
must necessarily be based upon anatomical extent of 
membrane, can be completely satisfactory. The 
subtle but vital factor of toxemia is always impossible 
of classification. In Bie’s classification laryngeal 
diphtheria and post-nasal diphtheria without visible 
membrane are not included. In both our groups, 
cases with a 1 element and those ending 
fatally within 48 hours of admission to hospital have 
been excluded. 

Most of the cases in the two series discussed below 
fall into Group C. A few were in Group B, and some 
were more appropriately graded as B-C, being 
intermediate in clinical severity between the two 
grades. Serial electrocardiographic records were 
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obtained in nearly all the dextrose-insulin group, 
and similar records exist for many of the controls. 
The electrocardiographic work will be separately 
described by one of us (S. A.). 


DEXTROSE-INSULIN THERAPY AND ITS RESULTS. 

(1) Immediately on admission: (a) Intramuscular 
injection of antitoxin (32,000 to 56,000 units). 
(b) Preliminary blood-sugar estimation. 

(2) One hour after admission: (a) Intravenous 
injection of antitoxin (32,000 to 100,000 units). 
(b) Intravenous injection of dextrose (20 g. of 
dextrose in 50 per cent. solution). Serum and dextrose 
are given together with several 20 c.cm. syringes very 
slowly at 37° C. The serum is in concentrated form 
and undiluted. 

(3) Ten minutes after intravenous dextrose, second 
blood-sugar estimation. 

(4) One hour after intravenous dextrose, third 
blood-sugar estimation. 

(£) One and a half hours after intravenous dextrose, 
fourth blood-sugar estimation. 

(6) Two hours after intravenous dextrose, fifth 
blood-sugar estimation. 

(7) If the two-hour blood-sugar estimation shows 
a slow return to normal a suitable dose of insulin is 
given intramuscularly (10 to 30 units). Subsequent 
treatment consists in giving glucose by mouth in all 
cases ‘where the codperation of the patient can be 
obtained. Commonly, children receive, diluted in 
lemonade, from 4 to 8 oz. of glucose by mouth daily 
for at least the first ten days after admission, and in 
some cases for three or four weeks. If the patient 
refuses, or is unable to tolerate, glucose by the mouth, 
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40-100 g. in 50 per cent. solution are given intra- 
venously during each 24 hours. 

Transient glycosuria after the initial dose of 
dextrose appears to be rare in the severely toxic 
cases, but was almost invariably present in the 
moderately toxic cases. Albumin was found in the 
urine at some stage of the disease in all the moderately 
and severely toxic cases. 

Dosage with insulin depends on the degree of 


toxemia as estimated by the initial dextrose-tolerance 
test. In accordance with the practice of Schwentker 
and Noel,’ 1 unit of insulin is given for every 
1 to 2 g. of dextrose, and it is then injected twice 
daily until the patient has passed the stage of 
acute toxemia. There are often indications for large 
doses of insulin—e.g., 30 units twice daily—hence 
the possibility of hypoglycemia must be emphasised. 
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The treatment for this condition consists in the 
immediate injection intravenously of about 20 g. 
of dextrose. Insulin therapy in these cases must 
therefore be controlled by repeated blood-sugar 
estimations, and in the series under consideration 
such tests were performed at frequent intervals. 
Not uncommonly, restlessness and delirium were 
present when the initial toxa#mia was severe.’ Morphia 
in very small doses (never more than gr. 1/16th even 
for an adult) was found effective in combating these 
conditions. 

It has already been stated that in the routine 
treatment of these cases the patient first receives an 
injection of serum intramuscularly. The advantages 
of this are that to some extent it acts as a desensitising 
dose for the subsequent intravenous injection ; and, 
secondly, it provides a reservoir of antitoxin which is 
drawn upon during the following days when the 
concentration of antidiphtheritic serum in the blood 
due to intravenous injection is diminishing. 


RESULTS. 


Eighty-nine consecutive cases (Series A) were 
treated by dextrose-insulin therapy, and for purposes 
of comparison 131 similar cases (Series B) in which 
dextrose and insulin were not used have been taken 
as controls. It will be seen on reference to Tables 
I-IV. that with regard to age-groups, stated day 
of disease at the commencement of treatment—i.e., 
admission to hospital—and severity according to 
Bie’s classification, the two groups of cases are strictly 
comparable. Further, serum dosage in both series 
was approximately the same. Intravenous serum 
therapy was employed in all cases in the two groups 
with the exception of one case in Series A and two 
cases in Series B, the reason being that attempts 
to give serum intravenously were unsuccessful owing 
to the collapsed state of the patient. 

Several important points emerge from a study of 
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the Tables. The first is that the case-mortality in | dextrose, and how far to the desensitising effect of 
the control group was 35-9 per cent., whereas that | the intramuscular dose of serum which precedes the 


of the dextrose-insulin group was 22-5 per cent. Since 


the only essential difference between the two series | 
was the employment in the second series of dextrose- | 


insulin therapy in addition to an average amount of 
antitoxin very much the same as that employed in 


the first series, the conclusion seems clear that the | 


factor responsible for the striking difference in case- 
mortality was the stabilisation of the carbohydrate 
metabolism by the use of dextrose-insulin. In both 


TaBLE I.—Cases Treated 


| intravenous injection, cannot be assessed. 


REPRESENTATIVE CASES. 
The following are brief accounts of five cases of 
severe types drawn from Group A :— 


Case 1.—Girl, aged 13. Admitted on fifth day of disease. 
| Most of the fauces covered with diphtheritic membrane ; 
| profuse nasal discharge, foetor, and cervical adenitis causing 
early bull-neck. Moderate toxemia. No clinical 
abnormality of the heart on admission. Antidiphtheritic 


with Dextrose and Insulin. 


SERIES B.—CONTROL CASES. 





Recovered. 


With 
paralysis. 





Recovered. 
Without 
paralysis. 


With 
Paralysis. 


Deaths. | . 
Without 
paralysis. 





O-2.. 
2- 5.. 
5-10... 
10-15 .. 
15-20 .. oe 
20 and over .. 


2 
10 
7 
3 
4 





Total 20 51 


18 47 26 





Sai 22°5 % 57°3 % 


20°2% 35°9 % 44°2% 








Case-mortality =22°5%. 


Case-mortality =35°9 %. 


TABLE II. 


SERIES A. 
Ist. 2nd. 
1..15.. 


Day of disease on admission .. 3rd. 


19 .. 


4th. 
23 .. 


TABLE III.—Distribution 

SERIES A. 

II-III. 
1l 


III. 
74 (=83°2%) 


5th and over. 
31 (=34°8%) 


SERIES B.—CONTROL CASES. 
2nd. 3rd. 4th. 5th and over. 
e 19 .. 37 .. 34 .. 43 ( =3B°B%) 


Ist. 


of Cases in Bie’s Groups. 
SERIES B.—CONTROL CASES. 
II. II.-III. 


8 12 


I. 


III. 
111 ( =84°7%) 


TaBLe IV. 


SERIES B.—CONTROL CASES. 





Route. 


Cases. | Deaths. 
| 





Immediate ; 
serum | 
sickness. 


Immediate 
serum 
sickness. 


Cases. Deaths. 





Intramuscular only .. 
Intravenous only ae 
Intramuscular and 43 108°5 
Intravenous combined 65°5 


aol 
3 | —_ 


84 20 


\16 =18°0% 


1 
14 


32 


\ 39 = 30% 





Total 89 | 20 | 


| 





47 








groups the percentage of cases which recovered 
without paresis was approximately the same (Series A 
20-2, Series B 19-9 per cent.), but in the dextrose- 
insulin group a considerably greater percentage of 
cases recovered with paresis during the course of 
the disease as compared with the control group ; 
this difference amounts to 13 per cent. (Series A 
57-3, Series B 44-2 per cent.). It is significant 
that this percentage difference corresponds almost 
exactly with the difference in case-mortality of the 
two groups (Series A 22-5, Series B 35-9 per cent.), 
indicating that this percentage of the dextrose- 
insulin group escaped fatal circulatory complications, 
but, owing to the severity of the infection, developed 
paralysis later in the disease. 

Apparently the incidence of serum-sickness— 
e.g., rigors, collapse, vomiting, and rashes—within 
an hour or an hour and a half of intravenous injection 
of serum was noticeably reduced in the dextrose- 
insulin group; 18-4 per cent. of this group showed 
early serum phenomena, whereas 30 per cent. of the 
control series developed reactions. How far this 





difference is due to the simultaneous injection of 


serum: 48,000 units intramuscularly ; 8C,000 units intra- 
venously with 20 g. dextrose one hour later. Initial 
dextrose-tolerance test: 80-380-230-190-135. About 5 oz. 
glucose given by mouth daily. Insulin: 20 to 40 units 
every day for the first three weeks. satisfactory ; 
throat clear by the ninth day and obvious signs of toxemia 
disappeared at the same time. Not more than a moderate 
degree of myocarditis detected clinically or electrocardio- 
graphically. No paralyses. Further dextrose-tolerance 
curves: sixth day, 105-315-215-170-130; ninth day, 
90-356-175-115-85 ; eighteenth day, 125-300—190-100-100 
—i.e., the gradual disappearance of the diabetic type of 
curve was simultaneous with the clinical improvement. 
Patient discharged well on the sixty-sixth day of disease. 


CasE 2.—Boy, aged 5. Admitted on second day of disease. 
Marked cedema of the fauces and extensive faucial membrane. 
Profuse nasal discharge and foetor oris. Bilateral cervical 
adenitis. Obviously toxic; quiet and apathetic. Heart 
apparently normal on admission. Antidiphtheritic serum : 
40/000 units intramuscularly ; 72,000 units intravenously 
with 25 g. dextrose. Preliminary dextrose-tolerance test : 
120—450-320-290-250. Insulin: 30 units daily for the first 
week in hospital; 20 units daily for seco week; and 
10 units daily from seventeenth to twenty-first day. Glucose 
by mouth: about 5 oz. each 24 hours. Throat clear on 
sixth day of disease ; general condition improved from the 

rst ; no paralyses. Blood-sugar readings in convalescence : 
sixth day, 105-375-270-150-125 ; ninth day, 100-375-145- 
125-90 ; fourteenth day, 100—250-150-100-110 ; nineteenth 
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day, 100-260-—120-90-100. Discharged well on seventy- 
ninth day of disease. 


Cass 3.—Boy, aged 18. Ill for six days on admission. 
Thick, blood-stained faucial and nasal membrane ; intense 
feetor; subsiding cervical adenitis. Toxemia extreme. 
Clinical signs of myocarditis present from the first. Anti- 
diphtheritic serum: 48,000 units intramuscularly, and 
48,000 units intravenously about one hour later. xtrose- 
tolerance test, initial curve: 135-325—-180—145-150. Glucose 
given freely by mouth, and frequent intravenous injections 
of dextrose in 50 per cent. solution. Insulin: 20-60 units 
daily for nearly three weeks. Cardiac damage severe ; 
extensive m itis with softening of the heart sounds 
and triple rhythm, dilatation of the heart, and bundle-branch 
block (E.C.G.). General condition extremely poor. Palatal, 

ee ciliary, and diaphragmatic paral developed. 
Fort er dextrose-tolerance tests sande ts as follows: 
ninth day, 105—260-140-100-—90 ; fourteenth day, 150—420— 
320-250-200; seventeenth day, 110-275- 150-110. 
With the onset of bundle-branch block the readings were : 
80—300-250-200-150 (twentieth day of disease), showing 
recurrence of the diabetic type of curve. 
was very slow ; in hospital 105 days. 


Oase 4.—Boy, aged 10. Admitted on third day of disease. 
Extensive deposits of membrane in the throat but no nasal 
discharge; adenitis and ——— foetor oris present. 
Obvious toxemia. Antidiphtheritic serum: 48,000 units 
intramuscularly, and 96; units intravenously one hour 
later with 20 g. dextrose. Preliminary blood-sugar reading : 
125—400-230-175-175. Patient refused fluids by mouth ; 
most of the glucose piven orally was vomited ; daily injec- 
tions of dextrose (20 g.) were given intravenously. Local 
response to serum was satisfactory, but toxemia gradually 
increased, and on the eighth day of disease (day of death) 
dextrose-tolerance showed an increased lag, viz.: 120—415- 
320-275-230. Serial electrocardiograms showed an increasing 
involvement of the myocardium, and a few hours before 
death complete heart-block was present. 


Case 5,—Girl, aged 44. Admitted on fourth day. Old 
membrane covering most of the fauces and hard palate ; 
— membranous nasal discharge ; breath very offensive. 
Bilateral cervical adenitis and _ peri-adenitis. Heart : 


Convalescence 


nea normal on admission except for the tic-tac 
rhythm. The liver was palpable 2 in. below the costal 
——_. Toxemia was profound, and characterised by 
marked pa 


lior and apathy. Antidiphtheritic serum: 40,000 
units intramuscularly, and 96,000 units intravenously about 
one hour later with 25 g- dextrose. Four to six ounces of 
glucose taken by mouth daily. Initial dextrose-tolerance 
test: 100—450-330-325-300, showing a well-marked lag. 
Insulin: 20—40 units given for first three weeks, and 10 units 
for following nine days. Acute toxemia for first week with 
local and petechial hemorrhages. Gradual improvement 
then began; at the seventh day of disease the blood-sugar 
curve was: 80-—375-225-125-90. Tic-tac rhythm of the 
heart recurred needy, Slight palatal paralysis only. 
Further dextrose-tolerance tests gave the following results : 
ninth day, 125-425-250-200-1 twelfth day, 150-425- 
300-125-100; twenty-seventh day, 150—425-275-150; 
thirtieth day, 75-250-215-130-120. The curves were thus 
persistently abnormal until convalescence was fairly 
—— in sixth week; discharged on eighty-third day 
0 isease, 


We are indebted to Dr. E. H. R. Harries, late 
medical superintendent of Little Bromwich Hospital, 
for his assistance and for facilitating the carrying 
out of this work; also for permission to publish 
the results of our investigations. 
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THE TREATMENT OF THE 
MENIERE SYNDROME BY THE ZUND- 
BURGUET ELECTROPHONOID 
VIBROMASSAGE. 


By J. A. Keen, F.R.C.S. Ene., 


AURAL SURGEON, LEICESTER EDUCATION COMMITTEE; AURIST. 
LEICESTER PUBLIC MEDICAL SERVICE. 


THE treatment of the Méniére syndrome has 
always presented great difficulties to both physicians 
and otologists. Therefore any new method which 
has been found consistently successful in a series of 
cases should be placed on record. 

In Méniére’s classical case, first published in 1861, 
there was intra-labyrinthine hxemorrhage on both 
sides with destruction of labyrinthine function 
(Méniére’s disease). It is now recognised that 
such a condition is extremely rare. For all practical 
purposes, patients who complain of attacks of vertigo 
associated with other ear symptoms are suffering 
from Méniére’s syndrome. In contrast to ‘* Méniére’s 
disease,” the affection is usually unilateral in the 
syndrome and the labyrinth as a rule recovers its 
function after the attack of vertigo has subsided. 
However, the hearing may remain impaired to a 
greater or lesser extent, and it is rare to find absolutely 
normal hearing on the affected side. 

The condition is not very common, and I do not 
think that in an ordinary aural practice one would 
meet with more than three or four cases a year. I 
have looked through a file of 800 case-records of 
patients with ear, nose, and throat conditions and 
have found amongst them four cases where I made a 
diagnosis of Méniére’s syndrome. 


OTHER METHODS OF TREATMENT. 


Treatment by drugs is admittedly unsatisfactory, 
and this partly explains the gloomy prognosis usually 
given to sufferers from the syndrome. One cannot 
consider that these patients are gravely ill; yet 
they are hindered from following their occupations 
by the constantly recurring attacks of giddiness, 
and they tend to get very depressed. During the 
acute attack the patient is kept absolutely at rest 
in bed, where he is allowed to assume any position 
which gives the maximum of relief. If vomiting 
be severe and threaten to exhaust him, a full dose of 
morphia may be given. Afterwards, we are advised to 
rely chiefly on the bromides, also aperients to check 
any tendency to constipation. Chronic pharyngitis 
is often present, and the patient may have to give up 
smoking. If he appears in low health, a general tonic 
is often more beneficial than sedatives. Quinine 
should be avoided—and this may be looked upon as a 
general rule in all ear affections. 

The patient will get over the acute attack, even if 
nothing is done. His problem is to get relief from the 
repeated attacks and to feel reasonably certain that he 
can lead a normal life without the constant fear of 
attacks of giddiness which may surprise him at any 
moment. Attacks have overtaken one of my patients 
when he was driving a car, with great danger to 
himself and to others. 

Counter-irritation is often recommended, and blisters 
or stimulating ointments may be applied behind the 
ear. Many years ago Dr. T. Wilson Parry recom- 
mended the insertion of a seton into the skin behind 
the ear; this had to be worn continuously for six 
months.! One patient was completely relieved by 

F2 
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this measure; the Méniére attacks in this case had 
been so frequent and obstinate that an operation 
on the labyrinth would probably have been suggested 
nowadays. Parry explains that the seton acts by 
continuous counter-irritation, and suggests that there 
is a direct action on the vasomotor system of a special 
skin area and that this action reflexly influences the 
vasomotor nerves of the labyrinthine vessels. It is 
probable that this barbarous method of treatment 
was used in a good many cases in the past. 

A great advance in therapeutics was made when it 
became recognised that attacks of labyrinthine 
vertigo were frequently due to unilateral Eustachian 
obstruction, as Mr. Sydney Scott so clearly demon- 
strated. Many patients have been cured by the 
systematic use of the Eustachian catheter.” 


VIBROMASSAGE. 


In my experience, the quickest and most certain 
way of arresting the attacks of vertigo is to apply 
the Ziind-Burguet electrophonoid vibromassage. My 
main purpose in writing this paper is to make it 
more widely known how very successful the vibro- 
massage by sound stimulation can be in relieving 
vertigo, and to induce others to give this treatment a 
trial 

I began to use the Ziind-Burguet electrophone in 
1922, after having had the privilege of seeing Dr. 
G. C. Cathcart use the treatment in London and also 
of seeing M. Zind-Burguet in Paris. In their 
respective books on the treatment * * it is stated that 
in favourable cases feelings of giddiness disappear, 
while hearing is improved and tinnitus relieved. 
However, it is not specially mentioned that one can 
relieve the Méniére symptom-complex, and I 
approached these cases very diffidently at first. 
After a time it became obvious to me that the vertigo 
responded more quickly to the electrophone than 
any other symptom. While one has many dis- 
appointments as regards relief of deafness and 
tinnitus, the patient with the typical Méniére syndrome 
can almost certainly be promised relief. 

I have only found one previous reference to 
**Méniére’s disease’ treated by the electrophonoid 
method—viz., one case reported by Dr. A. Ferguson 
in 1927.5 From a list of about 20 personal 
cases treated by the Ziind-Burguet method alone, 
I selected seven for following-up and for a more 
detailed consideration of symptoms. It is unnecessary 
to give the clinical histories of these cases here, 
but it will be sufficient to state that the end-results 
were extremely satisfactory. After intervals varying 
from two to eight years, during which time no 
medicinal or other treatment was given, these patients 
have remained free from attacks of vertigo, although 
the other two symptoms of the triad—viz., deafness 
and tinnitus—were not necessarily relieved. 

As the obstinate and chronic nature of this complaint 
is so constantly stressed in medical text-books, 
I can only attribute these results to the treatment 
which was given, and I should find it difficult to 
invoke any question of spontaneous subsidence of 
the attacks. 

For details about the electrophonoid vibromassage 
treatment, for a description of the apparatus, and for 
an explanation of its action on the ear organ, I refer 
the reader to M. Ziind-Burguet’s ‘“ Principes 
d’Anacousie”’* and to Dr. Cathcart’s book*® and 
articles. As nerve deafness and tinnitus are often 
benefited, it seemed a natural step to use the treat- 
ment in such a purely labyrinthine disturbance as 
the Méniére symptom-complex. 





I must emphasis a few points in connexion with the 
electrophonoid vibromassage which apply particularly 
when this treatment is given to a patient who 
complains of Méniére attacks. 


As a general rule, the treatment is applied to one ear 
only, after one has decided where the disturbance is. The 
treatment may be begun as soon after an attack as one 
wishes. At first the — may be still-very unsteady, 
and may have to be led _ to one’s consulting room. After 
four or five treatments the unsteadiness has gone and he 
will come by himself. The heaviness in the head and 
indefinite neuralgic pains disappear, the tinnitus may go, 
the hearing may or may not improve, but the vertigo 
definitely vanishes and does not recur in the majority of 
cases, 

At the first treatment it is necessary to start with very 
low intensities, otherwise vertigo may be caused at the time 
and the patient loses confidence. I begin with a treatment 
of about two minutes, but after three or four sittings the 
full six minutes’ treatment may be given. The treatments 
are either daily or at longer intervals—e.g., four during a 
week. A course of treatment for a case of Méniére’s 
syndrome may require 10 or 15 or 20 attendances, but hardly 
ever more, as the response is remarkably quick. 

If attacks of vertigo begin to appear again, a second 
course of treatment may be given after three or four months, 
or after longer intervals. Among the seven cases mentioned 
——— only one required a second course of treatment 

or recurring attacks of giddiness. 


Serious labyrinthine operations are sometimes 
advised when a patient is found to suffer from incur- 
able vertigo, or remains subject to constant attacks 
for years.*7* I submit that no case should ever 
be allowed to undergo operation until the Ziind- 
Burguet electrophonoid treatment has been given a 
thorough trial. In my experience it has proved to 
be a most valuable remedy for the relief and cure of 
the Méniére syndrome. 
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AORTIC DIASTOLIC THRILLS. 


REPORT OF A CASE. 


By GEOorrFREY Bourne, M.D., F.R.C.P. Lonp., 


ASSISTANT PHYSICIAN TO ST. BARTHOLOMEW’S HOSPITAL ; 
PHYSICIAN TO KING GEORGE’S HOSPITAL, ILFORD. 


Murmors and thrills, as physical signs, are not 
often capable of definite and clear explanation, even 
when full post-mortem correlation is possible. This 
is especially true of aortic diastolic thrills. 

Gee ' states: ‘‘ There is no kind of valvular disease 
of the heart which may not produce a thrill”; and 
White,’ in his book, ‘“‘ Heart Disease,’ states: ‘‘ A 
diastolic thrill is very rare except for that due to 
mitral stenosis. At the base of the heart, best felt 
along the left border of the sternum, a diastolic thrill 
with marked aortic regurgitation occurs with great 
infrequency.”’ 

It is possible that, by errors in timing, a certain 
number of such diastolie thrills are missed by being 
labelled systolic, and are wrongly regarded as indi- 
cating aortic stenosis. The first patient exhibiting 
an aortic diastolic thrill observed by the writer was 
an out-patient at the East London Hospital for 
Children, Shadwell. This child was sent to Dr. J. H. 
Drysdale, then examining. for the L.R.C.P., who 
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confirmed the diagnosis, and who reported that two 
of his fellow examiners had at first totally failed to 
time the murmur and thrill correctly. 

The following case is recorded because it not only 
provides a clear explanation of the mechanism by 
which the observed thrill was produced, but also 
suggests a possible mechanical reason for the rarity 
of all aortic diastolic thrills. 


CASE RECORD. 


The patient was a *bus driver, aged 49. He was 
admitted to St. Bartholomew’s Hospital under the 
care of Sir Percival Hartley, to whose kindness I am 
indebted for permission to publish the case. His 
complaints were dyspnea on exertion and swelling 
of the feet. 


History.—On going to work on Nov. 10th, 1930, he was 
seized with a sudden attack of dyspnoea. This lasted for 
an hour, and after it he came to St. Bartholomew's Hospital, 
where a lesion of the aortic valve was diagnosed. His 
Wassermann reaction being positive, he was given a course 
of neo-arsphenamine (4-65 g.) and bismuth (8 c.cm.). He 
continued at work until Jan. 10th, 1931, when he had a 
second similar attack of dyspnoea, lasting again for about 
an hour. On March 2nd, after a heavy day’s driving, he 
noticed that he was unusually exhausted, and that his legs 
were swollen. Dyspnoea on exertion was now more pro- 
nounced. He attended hospital again, and was admitted 
on March 9th. 


Condition on Examination (April 13th).—The 
patient was lying comfortably in bed. There 
was no pallor or cyanosis, but slight orthopnea was 
apparent. There was no increased pulsation in the 
neck. The chest was slightly emphysematous. A 
diffuse and very slight systolic cardiac impulse was 
visible in the fifth and sixth spaces. The apex-beat 
was palpable 4} inches from the mid-line in the 
sixth space. The impulse was feeble and diffuse. 
Percussion confirmed the palpatory signs. On 
auscultation the first and second sounds were 
inaudible. Coinciding with systole, as judged by the 
pulsation to be felt over the precordium, there was 
at the apex and over the aortic base a soft, distant, 
blowing systolic murmur. Coinciding with diastole, 
there was a harsh, loud, twanging murmur accom- 
panied by a thrill. This thrill was best felt over the 
aortic base and the upper end of the sternum. The 
diastolic murmur was loudest here also, but was 
conducted along the left border of the sternum to the 
apex in addition. Both thrill and murmur were 
easily definable, and could be accurately timed in 
relation to the precordial impulse and the carotid 
pulse. The description of the diastolic murmur as a 
harsh, loud, twanging sound occurs in my notes made 
at the time. 

The pulse was of the water-hammer type. The 
blood pressure was 134/30. The electrocardiograph 
showed a regular sinus rhythm, left-sided preponder- 
ance, inversion of ‘ T ” in lead I, and slight widening 
of the Q RS complex to 0-19 of a second. A radio- 
gram taken on March 17th showed a general enlarge- 
ment of the heart, which was slightly displaced to 
the right, and also evidence of a small, left-sided 
pleural effusion. 

The Wassermann reaction was positive, as was the 
sigma reaction (16-8 units). The diagnosis was thus 
“syphilis of the heart with aortic incompetence and 
some congestive failure.” The patient remained in 
hospital until May 2nd, when he was discharged 
improved. On June 25th he was readmitted with a 
more advanced condition of congestive failure than 
before. (Edema of the feet and legs, ascites, and 
albuminuria were present. The cardiac physical 
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signs remained unchanged. He suffered from several 
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attacks of acute left ventricular failure, characterised 
by collapse, severe dyspnoea, and a weak, rapid pulse. 
He died suddenly on Nov. 20th. 


Post Mortem.—The heart was generally enlarged, but the 
left ventricle showed the greatest change. The chamber 
was dilated and somewhat hypertrophied, the muscle being 
rather friable and pale. The aortic ring was considerably 
stretched, easily admitting three fingers. The aortic cusps 
were soft, thin, and flexible along their free edges, showing 
no rigidity, puckering, or distortion of natural outline. At 
their junction with the aortic wall the commissures showed 
some oedema and thickening, characteristic of syphilitic 
infiltration, but of a very early stage. The coronary 
orifices were slightly cedematous. The first part of the 
aorta showed marked and characteristic syphilitic aortitis, 
with its longitudinal puckering and scarring. The changes 
were similar, but less marked, in the second part of the 
aorta. 

It was clear from the post-mortem examination 
that aortic incompetence had been present, that this 
was due to stretching of the aortic ring from syphilitic 
aortitis, and that the aortic cusps were free, flexible, 
mobile, and not of themselves responsible for the 
valvular leak. 

DISCUSSION. 


Thrills and murmurs are caused by vibrations set 
up either in the blood stream or in the cardiac struc- 
ture, or in both. Murmurs frequently oceur without 
thrills; but thrills never occur without murmurs, 
although in some cases of mitral stenosis a low 
rumbling diastolic murmur is less easy to distinguish 
than is the associated coarse thrill. 

Whether a thrill will be palpable in any case will 
depend upon the presence of vibrations sufficiently 
coarse to be detected by the hand. The difference 
in sensitivity between the sense organs of hand and 
ear will therefore be the measure of the probability 
of the existence of a palpable thrill when a murmur 
is present. In aortic regurgitation a murmur is almost 
invariably present, while a thrill is almost always 
absent. The common causes of aortic regurgitation 
are acute rheumatism, syphilis, arterio-sclerosis, and 
septic endocarditis. The valvular conditions generally 
accompanying each of these is worth recapitulating. 
In the rheumatic type, the valve cusps are thickened, 
sclerosed, and retracted. The cusps are stiff, fibrosed, 
and even calcified. In arterio-sclerosis, stiffening and 
calcification of the cusps is also present. Septic endo- 
carditis is almost invariably superimposed upon an 
already diseased valve. Syphilitic aortic regurgita- 
tion results either from the invasion of the cusps at 
their commissures, infiltration of their substance, 
with subsequent scarring, thickening, and deformity, 
or from stretching of the aortic ring from syphilitic 
aortitis. In the latter case it is rare for the valve 
cusps themselves to escape. 

In the case described the aortic regurgitant dias- 
tolic thrill was due to the fact that the aortic ring 
was stretched and the valve cusp edges free and 
flexible. It is suggested that at the commencement 
of diastole and during early diastole the regurgitating 
blood stream was so opposed to the free taut edges 
of the flexible cusps that the latter vibrated coarsely, 
like the reed in a clarinet, and gave rise to a “‘ twang- 
ing’? murmur and the marked diastolic thrill. If 
the cusps had been stiff, if their edges had been 
thickened, if their relation to the direction of the 
opposing blood stream had been slightly different, 
or if the rate of this stream had been other than it 
was, a murmur would doubtless have resulted, but 
not a harsh musical note, nor the accompanying 
coarse thrill. 

Reference to the clarinet, or other such wind 
instrument, shows us what conditions are necessary 
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to the production of the ‘‘ twanging ” sound. In the 
wind instruments it is essential that the reed shall 
be of a certain thinness and stiffness, and that its 
free edge shall be opposed to the passage of wind at a 
definite angle. The valve cusp is, to use a metaphor, 
the reed of the heart, and when the conditions are 
right, vibrates in the blood stream, as the reed of a 
musical instrument vibrates in the stream of air. 


The reason for the great rarity of diastolic thrills 
in aortic regurgitation is possibly that aortic regur- 
gitation with normal aortic cusps so rarely occurs, 


disease of the cusps being generally found in that 
condition. 
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THE USES OF CASEIN IN INFANT 
FEEDING. 


By Joun GrsBENS, M.B.Cams., M.R.C.P. Lonp., 


CHIEF ASSISTANT IN CHARGE OF INFANTS, QUEEN CHARLOTTE’S 
HOSPITAL, MARYLEBONE ; CHIEF ASSISTANT TO CHILDREN’S 
DEPARTMENT, ST. THOMAS’S HOSPITAL. 


W38ILE in Germany in 1927 I saw many infants in 
the big clinics being treated with casein with appar- 
ently good results. A study of leading text-books in 
England on diseases of infancy and childhood showed 
that casein was hardly mentioned, although the same 
types of case were occurring in both countries. In 
view of this, it seemed well worth trying casein in a 
series of cases, and this paper is the result of four 
years’ experience.* Casein has now been given as an 
addition to feeds in several types of case: (1) for 
diarrhea in the breast-fed infant ; (2) as a comple- 
mentary feed for prematures and debilitated infants ; 
(3) in the treatment of diarrhea and vomiting ; (4) 
in miscellaneous conditions, e.g., chronic suppuration. 
A discussion of results in all these cases would take up 


considerable space, so I shall confine my remarks to 
the first group. 


DIARRH@A IN THE BREAST-FED INFANT. 


Casein is of the greatest value in the treatment of 
diarrhea in the breast-fed young infant; not the 
diarrhea that is due to sepsis, to infection, or mere 
overfeeding, but the more or less chronic diarrh@a 
which Finkelstein has termed ‘the dystrophy of the 
constitutionally inferior infant.” The clinical picture 
of this condition is remarkably constant. The baby is 
& poor miserable creature, erying and whining day and 
night, with continuous restlessness and flatulence, 
often worn out with lack of sleep. The diarrhwa 
dates usually from immediately after birth. The 
number of motions is, as a rule, increased and ranges 
from two to three green stools up to eight to ten green, 
loose, watery stools a day. It is characteristic of this 
diarrhea that the baby tends to have a motion 
immediately after being put to the breast. Generally 
the mother describes this by saying that “her milk 
goes right through the baby.” When put to the 
breast, the baby frequently shows signs of distaste, 





* The casein used was Plasmon powder, which is practically 
a@ pure protein food, 9° pes cent. being calcium caseinate. It is 
marketed by Plasmon, Ltd., 66a, F: D , E.C.4, and 
has the p. It is soluble in 
water. Usually the mother is told to dissolve the powder in 
warm milk and to sweeten it with a little sugar, or else the 
Plasmon can be ad: to one or more feeds. As a babies 
tole it pretty well, although they may occasionally vomit it 
at first. 
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pushing away the breast petulantly, erying and 
struggling. When he does take the breast, he sucks 
greedily but spasmodically, letting the nipple fall now 
and again to cry, twist about uneasily, and double up 
his legs as if he had colicky abdominal pains. Regur- 
gitations and vomiting are frequent and may occur 
after every feed in the severer cases. 

The weight-curve is unsatisfactory ; usually it is 
more or less stationary, while if it is rising, the rise is 
always far below the normal. The nutritional state 
of the baby is not good: the tone and turgor of the 
skin are poor, the muscles flabby (in some cases, 
however, hypertonic), and the face and skin are pale, 
but the reflexes are increased. If the blood is 
examined, the red cell count and hemoglobin content 
are found to lie within normal limits, so presumably 
this pallor is vasomotor in origin. 

Some authors believe that all the symptoms may 
be attributed to a vasomotor instability, and state that 
the baby often has a “neuropathic inheritance ’’— 
nervous headaches, nervous dyspepsia, neurasthenia, 
and visceroptosis being commonly met with in the 
parents. Finkelstein, who has followed the after- 
histories of many of these babies for years, states that 
in their later development they often show stigmata 
of nervousness—nervous dyspeptic pains, sleeplessness, 
and pallor. 

The reaction to breast milk is most interesting. 
Whereas one baby will present any or all of the above 
symptoms when put to the breast, another baby on 
the same breast will thrive. Decreasing the time at 
the breast never improves the general condition or 
lessens the diarrhea ; on the contrary, things become 
definitely worse. Babies may go for weeks grossly 
underfed without any of the symptoms for which 
the drastic curtailment of breast milk was ordered 
being altered in the slightest. On the other hand, the 
symptoms improve at once if more breast milk is 
given, usually when the figure of 80-100 calories per 
pound body-weight daily is reached, from which one 
argues that the baby has an unusually high need for 
some constituent which is present in breast milk in 
small amounts only. This fits in with the old clinical 
experience that gain in weight and general improve- 
ment occur at once if a bottle of cow’s milk is given 
occasionally after a breast feed. This was done at 
first quite empirically, but it has now been shown— 
by adding the various constituents of cow’s milk one 
by one to breast milk—that the constituent is protein, 
additions of fat and carbohydrate being quite useless. 
In some cases alkalis in small quantities appear to 
help considerably. Metabolic experiments show that 
these babies lose large amounts of nitrogen and 
alkalis in their stool, as in the ordinary dyspepsias of 
the bottle-fed child. 

Examination of the breast milk in these cases is 
not worth the trouble, as the variations during one 
feed and at different times of the day are colossal. 
In any case, two breast milks of exactly similar 
chemical composition may work very differently. All 
attempts to alter the composition of the breast milk 
by drugging or dieting the mother have so far proved 
valueless. It is quite possible, however, that the 
mother’s diet during pregnancy has been defective in 
various constituents such as vitamins and minerals ; 
and if a mother had once had a baby with this 
“‘ dystrophy of the constitutionally inferior child,” it 
would be very well worth while, during a second 
pregnancy, to give her a diet of complete excellence, 
in so far as our present knowledge permits, to discover 
whether the subsequent child developed symptoms. 
We hope to carry out such an experiment within the 
next few years. 
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TREATMENT OF DIARRHGA, 


The treatment of this condition is simple in the 
extreme. Weaning is unnecessary ; the child should 
be kept on the breast, for the risk of infections is much 
less than if the child were bottle-fed. There should 
be no curtailment of the number of feeds or of the 
length of time the baby is allowed to the breast. 
Casein powder is given. Foreign authorities recom- 
mend 10-15 g. daily ; we have had excellent results 
with a teaspoonful two to three times a day dissolved 
in a little water or milk. On this dose the appetite 
improves, the weight rises, and the general condition 
is much better, the diarrhea, restlessness, and sleep- 
lessness vanishing in two or three days. The casein 
is given in this dosage for about six or eight weeks and 
is then stopped ; by this time as a rule all symptoms 
will have gone. 

Drugs are quite useless. It is quite common to see 
grey powders, castor oil, or calomel given for weeks 
without the slightest benefit ; astringents and disin- 
fectants and the various ferments (peptonising 
powders, pancreatic extracts) never do the slightest 
good. And here we should like to emphasise the 
dangers of under-nutrition produced by starvation 
and purgatives. Once there is severe wasting, the 
slightest infection—a mild cold or sore-throat—is 
quite sufficient to put an end to the child. The 
case then figures in the Registrar-General’s report 
as a death from broncho-pneumonia, but the real 
primary cause is wasting due to repeated starvation. 
Starvation may be useful in the overfeeding dyspepsias 
but is quite useless in this type of case. Below is 
given the history and weight chart of a child 
extremely wasted—one might almost say on the 
verge of the grave—owing to long-continued attempts 
at treatment by starvation. 

CasE 1.—First baby. Birth weight 8lb. 30z. From the 


fourth to the eighth week the baby was breast-fed four-hourly, 
ten minutes at each breast ; the mother was always anxious, 
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since the baby never had normal stools but usually one large 
loose watery stool daily. For the next two weeks, therefore, 
the four-hourly feeds were cut down to seven minutes at 
each breast, and fora further three weeks to six minutes each 
side, but without the slightest result on the stools. The effect 
on the weight curve can be seen in the Chart. (Fig. 1.) The 
next week the mother tried feeding the baby for five minutes 
at each breast, but the stools remained the same. At this 

int the husband told his wife that she was making 
‘ar too much fuss over a trivial thing ; vag aot feed the baby 
normally and disregard the stools ? ba was fed 
seven minutes at each breast for two weeks and then ten 
minutes each side for another three weeks, but there were 





at the fifth month, the baby was fed five minutes on one 
breast only, and the week after only six to eight minutes f 

A doctor was then consulted: he ordered breast-feeding 
alternately with two measures of full-cream Glaxo in 2 oz. 
of water for two weeks ; when this had no effect, the baby 
was taken off the breast and given full-cream Cow and Gate, 
two measures to 6 oz. of water four-hourly, but after ten 
days severe diarrhoea set in. Another doctor was then seen ; 


Fic. 2 (Case 2). 
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Chart showing increase of weight and improvement of stools 
under treatment. 
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he advised one measure of Secway to 4 oz. of water four- 
hourly (i.e., almost complete starvation) and this was given 
for two weeks! Diarrhoea continued. 

At this point I saw the child, aged 7 months. He weighed 
10 Ib. 10 oz. ;_ beyond extreme wasting there were no physical 
signs of disease. Although he had been weaned four weeks 

reviously, there was still a fair amount of milk in both 
matrey so the child was ordered breast: feeding every four 
hours, ten minutes at each breast, each feed to be comple- 
mented with two and a half measures of Sunshine Glaxo to 
24 oz. of water. In addition, a teaspoonful of casein was 
ordered twice a day. On this treatment the weight went up 
rapidly, the child me contented, and the stools rapidly 
became normal, so, after three weeks, one teaspoonful of 
melted butter daily was added to the complementary feeds, 
with excellent results. The casein was given for about five 
weeks, and in this time the baby gained nearly 41b. When 
heard of last at the age of a year, the baby was almost up 
to the average weight and was very well indeed. 

Cast 2.—Another typical case was that of an infant, ag. d 
10 days, in the wards of Queen Charlotte’s Hospital, which 
was having repeated loose stools while being breast-fed by his 
mother. The weight curve was apr yieg wy He would cry 
and struggle every time he was put to the ush the 
breast away and draw up his legs as if in pain. With casein, 
a tenepengied twice daily, all the ptoms rapidly cleared 
up, — ceased, and the child began to put on weiglt. 
(Pig. 2. 


In the course of the last four years in hospital and 
private practice I had now treated 61 cases of this 
condition with casein with very good results. In 
most cases the baby begins to improve on the second 
or third day. Occasionally no results are seen after 
a teaspoonful of casein twice daily has been given 
for three or four days; then increasing the doses of 
casein to three a day will often produce the required 
effect. 


OVERCROWDED MENTAL HospPITALs.—It is reported 
to the Staffordshire Mental Hospitals Board that each 
of the three mental hospitals in the county is over- 
crowded. At Stafford the excess is 67 males and 104 
females; at Brentwood, 75 males and 42 females; at 
Cheddleton, 6 males and 106 females. At the Derbyshire 
County Mental Hospital, at Mickleover, there are 1000 


now several watery motions daily. The following two weeks, ; Patients, the accommodation being for 907. 
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CLINICAL AND LABORATORY NOTES 


THE TREATMENT OF 
OCULOGYRIC CRISES IN CHRONIC 
EPIDEMIC ENCEPHALITIS. 


By H. AstLey Cooper, M.B. Lonp., 


AISTANT MEDICAL OFFICER, WEST PARK MENTAL HOSPITAL, 
EPSOM, SURREY. 


Or the 80 patients at the West Park Mental 
Hospital suffering from encephalitis lethargica, 12 were 
found to have oculogyric crises, either alone or asso- 
ciated with conduct disorders. McCowan and Cook ! 
found that hyoscine, gr. 1/100 hypodermically, cut 
short the attacks, and that oral and hypodermic 
hyoscine both reduced the incidence of attacks if 
given regularly. It has been our recent practice here 
to use tinct. stramonii, in doses up to Ml 90 t.d.s., as 
the standard drug in parkinsonian cases. It has been 
found more efficient than hyoscine. But our experi- 
ence agreed with that of Hall? that, though the 
frequency might be reduced or a particular attack 
cut short, no cases ceased altogether to have the 
oculogyric crises. 

Other drugs were therefore tried: potassium 
bromide, luminal—alone or in combination—and 
impletol. The following are brief notes on the cases. 

CasE 1, female. Primary attack 1921. Unable to work on 
account of crises. Usual incidence 7-8 days, preceded by 
obsessional nonsense phrases interrupting any thought. 
Pot. brom., grs. 10 t.d.s., stopped attacks entirely. Tinct. 


stramonii, m 15 t.d.s., administered throughout, had no 
effect on the attacks. 


CASE 2, female. Primary attack 1927. Moderate parkin- 
sonism. Usual incidence of crises 2-3 days’ intervai. Tinct. 


stramonii, m 60 t.d.s., improved parkinsonism markedly, 
but had no effect on crises. Pot. brom., grs. 10 t.d.s., reduced 
attacks to eight a month, but bromism stopped treatment. 
Luminal, gr..1, reduced attacks to five a month. Luminal, 


gr. 2 b.d., reduced attacks to four a month. 
stramonii was kept constant throughout. 


CasE 3, male. Primary attack April, 1923. Marked 
parkinsonism and frequent oculogyric attacks on admis- 
sion 1927. On tinct. stramonii, m 90 t.d.s., he had about 
two attacks monthly over two months. Reported to be 
his usual rate. He also frequently had outbursts of acro- 
batic exhibitionism. Pot. brom., grs. 19 t.d.s.; twoattacks a 
month; no change in acrobatics. Luminal, gr. 1 nocte, 
two attacks and ten acrobatic attacks in month. Pot. 
brom., grs. 10 t.d.s.; luminal, grs. 14 nocte; no further 
crises; four acrobatic attacks in month. More settled 
mentally. Tinct. stramonii unaltered throughout. 


CasE 4, female. Primary attack 1924. Advanced parkin- 
sonism. Oculogyric crises, three in ten days, but apparently 
then ran in groups. 1931: attacks alternate days, 14-15 
monthly, in spite of tinct. stramonii, m 90 t.d.s. Attacks 
could be stopped within 20 minutes by hyoscine, gr. 1/100. 
Pot. brom., grs. 10 t.d.s., reduced attacks to five or six a 
month. Luminal, grs. 1} nocte, reduced them to nine a 
month, Tinct. stramonii was constant throughout. 


CasE 5, female. Primary attack 1924. Advanced parkin- 
sonism, with screaming attacks weekly. Definite oculogyric 
crises rare, usually fixity of eyes only. Tinct. stramonii, 
m 90 t.d.s.; frequency of screaming attacks appeared to 
be less, according to notes of case, but they did not stop. 
Pot. brom., grs. 10 t.d.s., had no effect. Luminal, gr. 1 
nocte, had no effect. 


CasE 6, female. Primary attack 1920. 
sonism. Paranoid psychosis. Tinct. stramonii, m t.d.s., 
had no effect on crises. Pot. brom., grs. 10 t.d.s., reduced 
attacks from seven or eigh. to four a month. 


CasE 7, female. Primary attack 1919. Advanced parkin- 
sonism. Usual rate of crises seven or eight a month. Tinct. 
stramonii, m 90 t.d.s., produced no change in crises. Pot. 
brom., grs. 10 t.d.s. ; no further crises, but patient developed 


The tinct. 


Moderate parkin- 





? MoC >wan, P. K., and Cook, L. C.: Brain, 1928, i., 1316. 
* Hall, A. J.: Brit. Med. Jour., 1931, ii., 833. 


| spasmodic torticollis ; the attacks have not recommenced 
since discontinuing the bromide. 


CAsE 8, female. Primary attack 1927. Moderate parkin- 
sonism. Usual rate of crises twice daily. Tinct. stramonii, 
m 90 t.d.s., reduced attacks to sevena month. Pot. brom., 
grs. 10 t.d.s., reduced them to two to four a month. 


CasE 9, male. Primary attack 1924. Advanced parkin- 
sonism, with maniacal outbursts in association with oculo- 

ric crises. Incidence about seven or eight a month. 

inct. stramonii, m 90 t.d.s., and luminal, gr. } nocte, 
produced no change in incidence. 


CasE 10, male. Primary attack 1924. Advanced parkin- 
sonism. Fits of weeping and howling with self-mutilation, 
weekly, with oculogyric crises. Tinct. stramonii, m 90 t.d.s., 
produced no change in attacks, nor did pot. brom., grs. 10 
t.d.s., or luminal, gr. 1 nocte. 


CasE 11, female. No history of primary attack. Oculo- 
gyric crises since 1927. Moderate parkinsonism. Two or 
three screaming fits weekly in association with crises. 
Tinct. stramonii had no effect. Nor did luminal, grs. 1} 
nocte or b.d. 

Summary of Cases.—Eleven cases were tried on 
bromide or luminal. One stopped altogether, and 
five had less frequent attacks, one of these not having 
had any more attacks. These six were all simple cases 
without behaviour disorders of a gross type in asso- 
ciation with the fits. Of the five “apache types,” 
one was improved in behaviour and his crises ceased. 
The other four were not improved. 

The cases recorded are considered to be interesting 
as a basis for further investigation, but the series is 
small, and the susceptibility of these patients to 
suggestion has been previously noted. While a single 
substitution of, for instance, water for hyoscine 
hypodermically may succeed in relieving symptoms, 
the patients are not usually to be deceived twice ; 
moreover, they usually hold definite ideas on the 
merits of various drugs, and can often describe the 
defects of new drugs as compared with previous 
ones. We regard the period of observation as some 
safeguard against suggestion effects. 

My conclusion is that potassium bromide and 
luminal are definitely useful in reducing the incidence 
of oculogyric crises, and may occasionally stop 
them. 

In view of the above results, and the headaches 
which Case 4 has in many of her crises, impletol was 
also tried in three cases as a means of aborting the 
eye crisis. No effect was obtained with it, even 
when the dose was repeated in 15 minutes. Impletol, 
therefore, is no use in oculogyric crises. 


My thanks are due to Dr. Norcliffe Roberts for his 
interest and assistance in this work. 





A VERY LARGE BURSA. 


By Ian Fraser, M.Cu. BeEtr., F.R.C.S. EnG., 
F.R.C.S. IREL., 


ASSISTANT SURGEON, BELFAST HOSPITAL FOR 
SICK CHILDREN. 


HON. 


ENLARGEMENT of the bursa placed over the ischial 
tuberosities is a well-recognised entity. Irritation 
or intermittent pressure may cause a mild degree 
of traumatic bursitis with resultant swelling and 
enlargement of these burse. The swelling is as a 
rule of the ordinary serous type, but in many cases 
| solid enlargements occur, and if much surrounding 
fibrosis has taken place the operation for their 
| removal may be a tedious and difficult dissection. 
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This latter condition, found frequently in weavers, 
is often spoken of as ‘‘ weavers’ bottom ’’—probably 
at the moment an almost non-existent disease! It 
is common, I believe, in harvesters, from the friction 
and jolting of the iron seat of the reaping machine. 

The accompanying photograph illustrates a case on 
which I recently operated. The patient, a man of 50, 
a sea-captain, had this swelling hanging from the 
right buttock for the last 20 years. It had been 
diagnosed repeatedly as a lipoma, and being of no 


more importance than a double chin in the wrong 
place had been allowed to remain undisturbed by 
surgeons all this time. The operation was an easy 
one, and the cyst parted company with the ischium 
without difficulty. It weighed 2 lb. 10 oz.; the 
circumference was 18} in.; and the diameters were 
64 and 6 in. It was moderately filled with fluid, 
and gave the impression to the touch of a rubber air- 
cushion ; hence its presence was probably a comfort 
rather than otherwise, although mechanically and 
cosmetically it was a nuisance; it was tending to 
close over the anus. 

I report the case as one of wrong diagnosis before 
operation, and secondly to show to what extent a 
bursa may enlarge and still be absolutely painless 
and without symptoms. The third point of interest 
in the case was the fact that the patient’s Wassermann 
reaction had been positive 30 years ago. Syphilitic 
bursitis occurs, but is usually bilateral. The photo- 
graph gives a rough idea of the size in contrast with 
the size of a hen’s egg. 





SPONTANEOUS RUPTURE OF AN 
ABNORMAL SPLEEN. 


By Witrrip ATTLeE, M.D. Cams., M.R.C.P. Lonp., 


PHYSICIAN TO THE KING EDWARD VII. HOSPITAL, WINDSOR. 


SPONTANEOUS rupture of the normal spleen is 
extremely rare, and Hamilton Bailey' in 1929 was 
able to find only 11 recorded cases of the condition. 
Spontaneous rupture of the abnormal spleen is less 
uncommon, and as M. P. Susman ? pointed out in 1927, 
most of the recorded cases have been associated with 
malaria, typhoid fever, pregnancy, leukemia, and 
septic conditions of the skin. Nevertheless it is 
perhaps sufficiently rare even in these conditions to 
warrant the publication of the following case :— 

A single woman, aged 23, a post-office assistant , complained 
on August 11th, 1930, of swollen glands in the neck, which 
she had had for three or four days. She looked ill, the 
temperature was 99° F. and pulse-rate 80. A chain of 
glands was enlarged on both’ sides of the neck along the 
posterior border of the sternomastoid, and the occipital 
glands on both sides were enlarged. They were all hard and 








1 Brit. Jour. Surg., 1929-30, xvii., 417. 
* Ibid., 1927, xv., 47. 
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not particularly tender, and there was nothing obvious in the 
throat or elsewhere to account for them. The spleen was 
not palpable and the axillary and inguinal glands were not 
ahead, 

On-August 13th she still looked ill but complained of 
nothing except the glands in the neck. The temperature 
was 100° F. and the right tonsil looked very slightly red. 
Klebs-Léffler bacilli were absent from a swab and the 
leucocyte count was 20,100. On the 15th both tonsils 
were enlarged and red with exudation in the crypts, and the 
uvula was cedematous. On the 16th the right tonsil and 
uvula were more swollen, and the appearance suggested 
the beginning of a quinsy. By the 19th the throat was less 
red and the organisms of Vincent’s angina were reported on 
@ swab. 

On August 20th she collapsed after defecation following 
a dose of Epsom salts. She looked very ill, with temperature 
100° and pulse-rate 120, but complained of nothing but 
faintness. The abdomen was distended and tympanitic 
and a little tender on both sides. Sir Joseph Skevington 
who saw her with me found, on rectal examination, a tender 
spot in the pelvis, high up on the right side, and she was 
admitted to hospital as possibly a case of appendicitis. She 
improved considerably during the next two days, but the 
temperature continued between 100° and 101° with pulse- 
rate 92 to 100, and the rectal tenderness persisted. 

On August 22nd Sir Joseph Skevington made a right 
paramedian incision for appendicectomy and the pelvis 
was found to be full of dark blood. The appendix was normal, 
as were tubes, ovaries, and uterus. Fresh blood welled 
down from the upper abdomen, and on exploration the 
spleen was found to be enlarged and ruptured. A left 
paramedian incision was then made in the upper abdomen 
and splenectomy was performed. The spleen was soft, 
about three times its normal size, and ruptured. 





A blood count by Dr. E. C. Malden on August 23rd 
gave the following results :— 


Red cells.. 
White cells 
Hemoglobin 


Polymorph. 
Lymphocytes. . 
Hyalines es 
Eosinophils 


-- 68% 
- 26% 
4% 
1% 

On Sept. 2nd the red cells were 4,080,000, the 
white cells 17,500, and the hemoglobin 66 per cent. 
On the 27th the count was: red cells, 3,840,000 ; 
white cells, 8800; Hb. 74 per cent. 

Convalescence was uninterrupted except for a small 
pleural effusion which developed about ten days later 
and cleared up by itself. She has not been ill since, 
and in October last, 14 months after splenectomy, 
was in apparently perfectly good health. A blood 
count by Dr. Malden (Oct. 20th) was as follows :— 
Red cells 


White cells 
Hemoglobin 


.. 2,480,000 
o% 21,250 
54% 


. 3,986,000 
13,200 
100 % 


Polymorph. .. 
Lymphocytes .. 
Hyalines 

Eosinophils 


Dr. E. ff. Creed, who kindly examined sections of 
the spleen, reported that the spleen contained an 
unusual number of polymorphs and eosinophils as 
well as a number of myelocytic cells, and that the 
picture corresponded with that sometimes seen in 
acute pyogenic infections. 


THE NEw FREEMASONS’ HospitaLt.—At_ the 
annual meeting of the Freemasons’ Hospital and Nursing 
Home last week it was stated that in the past year 
“the present little hospital’’ had admitted the record 
number of 681 patients. It had been decided to pro- 
vide in the new buildings, the dedication stone of which 
is to be laid by the Duke of Connaught on May 19th, a 
total of 180 beds, and to open two wards for small children. 
The naming of beds in the new hospital has been so popular 
that the whole of the 96 available for naming have been 
taken up at £1000 each. Several single-bed wards will be 
named at £1500 each. During the year ended with June 
last, a little over £106,000 had been given, with a further 
£29,000 to Dec. 3lst. The contract for the complete 
hospital was £313,000, but many improvements in the 
original scheme have been suggested involving an additional 
appeal for £75,000, and it has been decided to postpone 
work on the western wing for the time being. 
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MEDICAL 


SOCIETIES 





ROYAL SOCIETY OF MEDICINE. 


‘shown how bleeding may be adequately dealt with; 


but short of this much benefit will result from the 


irrigation of the bladder with liquor hamamelidis 


SECTION OF UROLOGY. 


AT a meeting of this section on Jan. 28th, Mr. A. | 
RatrpH THOMPSON delivered a presidential address on 
some points in connexion with the successful issue of | 


Simple Prostatectomy. | 
The address was based upon 21 years’ experience | 


of the operation of prostatectomy at Guy’s Hospital, | 


the same general features being observed in both | 
methods of operating—namely, suprapubic and 
perineal. 

Before the operation, said the President, the renal 
function must be estimated carefully, but there are 
other examinations to be made—namely, the form 
of respiration, and the local condition of the penis 
and urethra. The elderly man with the barrel- 
shaped chest has also a bowed back, and the thoracic | 
muscles are doing hardly any work. The diaphragm 
is doing all the work, and the prominent abdomen is | 
produced partly by this, and partly by the develop- | 
ment of much fat in the great omentum, in order that 
a counter-pressure may be provided for the dia- 
phragm. For some time past at Guy’s Hospital 
the massage sister has given instruction in thoracic 
breathing to all the patients who are going to have | 
prostatectomy performed on them, and the improve- 
ment in breathing before and after the operation is 
very striking. The penis and urethra should always 
be most carefully examined in order to make certain, 
first, that there is absolute cleanliness in the parts, | 
especially with a long foreskin, and secondly, that 
there is no obstruction such as is associated with mild | 
degrees of hypospadias, and the more common one of | 
gonorrheal stricture. The importance of the latter | 
is twofold. First the actual obstruction may lead | 
to delay in the healing of the wound, and secondly, 
since at Guy’s from the years 1910 to 1916, syphilis | 
and gonorrhea occurred together in 20 per cent. 
of cases of venereal infection, exacerbations of | 
syphilis may occur after such an operation as supra- | 
pubic prostatectomy. 

Of necessity a catheter is frequently used in the | 
out-patient department at Guy’s Hospital, in order | 
to relieve the patient of urgent symptoms, and | 
Mr. Thompson said he had never regretted its use. | 





given after the 


at a temperature of 110°F. Careful massage of 
the prostatic cavity may also do much good, expedit- 
ing, as it does, the contraction of the tissues that lie 
round the space from which the adenomata have 
been removed. Messrs. Down Bros. have made for 
Mr. Thompson a special glass drain, with an oblique 
flange upon it, which is ble of being slipped up 
or down to the correct level, and it is introduced into 
the prostatic cavity which is the only part that needs 
to be drained. © catheter is inserted into the 
urethra, and cases have healed up in many cases in 
as short a time as 14 days without any catheter having 
been introduced. attention is paid to two 
points on the table; first, the testicles, 
scrotum, and are t up as far as possible 
on the abdominal wall, and kept there by dressings 
and bandage; and, secondly, le.cm. of pituitrin 
is injected into the patient as a routine practice. 
The patient is put back to bed, and sleep is, as 
far as possible, induced by the use of one injection of 
morphia. The first dressing, after the operation, 
is done at the end of 24 hours, the plan of packing 
the original dressing being resorted to, if needed. 
There is a good deal of shock associated with the 
first dressing, and an ounce of neat brandy is always 
dressing has been completed. The 
patient is allowed to use what position he finds 
comfortable, and this is one of the advantages that 
are claimed for the omission of the catheter after the 
operation. At Guy’s the practice, in Mr. Thompson’s 
hands, is to allow the bladder to fall back into its 
usual position, and an anatomically correct bladder 
is much more likely to work naturally and physio- 
logically than if it be anchored to the abdominal wall. 
An important point is also an anatomical one, that 


| was first pointed out to the speaker by Mr. Le Vieux, 


of Mauritius. Across the very centre of the supra- 
pubic wound there runs a deepish furrow, that is 
really a line of abdominal flexion, and this groove 
tends to open up the wound. Therefore, if it is 
desired to close the wound as soon as possible, it is 
essential that the patient should lie flat upon his back 
at the end of a fortnight with a catheter in situ, so 
that the groove may be got rid of, with its tendency 


to open the wound, whilst the final process of closing 


Undoubtedly the use of a catheter twice a day may | the wound is taking place. 


improve the functional powers of the kidneys and | 
make the patient much more suitable for operation. 

At the operation the bladder is distended with | 
boric lotion, till it can be felt above the pubes, | 
and after the catheter has been removed a light | 
tourniquet is applied round the penis, and this is | 
removed directly the bladder has been opened. | 
When the bladder has been exposed a roll of gauze 
is carefully packed round the bladder, and the viscus 
itself is opened by a transverse incision. There is 
less bleeding when veins are cut across than when 
they are nicked, as may happen with the vertical 
incision, which is of course parallel to the course of 
the veins. Moreover, when the bladder is opened 
the peritoneum comes down into its usual position, 
and with a transverse incision through the bladder 
wall the incision can be lengthened if this be desired, 
much more safely than with a vertical cut. During 
the actual removal of the adenomata of the prostate, 
it is desirable that the patient should be deeply under 





the anwsthetic. Sir John Thomson-Walker has 


If bleeding should occur after the operation, as it 


| sometimes does, a good position for the patient is 


that in which the buttocks are raised, and the legs 
and body depressed. This position causes the 
prostatic region to be much higher as far as gravity . 
is concerned than it is usually, and thus the bleeding 
may be stopped. After the operation careful attention 
should be paid to getting the bowels open properly. 
For this purpose the laxative that the patient is 
accustomed to is given first, but if this fails to act then 
castor oil is given, and if this does not act then an 
enema terebinthine is given. [Ileus must be 
prevented, for it is very dangerous in itself, but is also 
dangerous as indicating that the patient is weaker 
than may have been supposed, and that other organs 
besides the bowels are failing. Therefore it must be 
treated assiduously. Apart from the ileus, and if it 
occurs, in addition to it, the lungs must be attended 
to. There is too great a tendency for the medical 


(Continued at foot of opposite page.) 
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The Cambridge Medical School. 


By Sir Humpury Rouieston, Bart., G.C.V.O., 
M.D. Cambridge: The University Press. 1932. 
Pp. 236. 15s. 


Tuts book will be interesting not only to the medical 
profession but to a large body of lay readers, for 
certain of the characters introduced in Sir Humphry 
Rolleston’s biographical history possess names well | 
known to the public. The scheme of the ae | 
allows a considerable discretion on the part of the 
author as to the space allotted to the mention of | 
particular persons. After a résumé of the history | 
of the medical school, the various departments are 
dealt with, giving the date of their foundation, | 
their vicissitudes, and the characteristics of particular 
men who added to the scientific repute of-Cambridge | 
by their work along the different lines. The depart- | 
ment of internal medicine absorbs the most space, 
and the story of the Regius Chair of Physic at Cam- | 
bridge provides some curious 





quialism runs) has filled the chair save Francis Glisson, 
who was professor from 1636 until 1677 and Clifford 
Allbutt, who was professor from 1892 until the author's 
own appointement in 1925. Like Glisson, Christopher 
Green, Plumptre, and George Paget, Allbutt held the 
professorship after the age of 80, indeed he was 89 
years of age at his death while Christopher Green 
was 90. This situation can never occur again as 
all Cambridge professors now vacate their office 
and become Emeriti at the age of 65. 

While the Cambridge Chair of Medicine is an old 
foundation, that of anatomy has an honourable 
antiquity, but during the 150 years of its existence 
no one of the first rank makes an appearance save 
the famous George Murray Humphry, of whose 
life a graceful illustrated sketch is supplied. While 
anatomy split off from medicine in 1707, it was not 
till 1883 that a chair of physiology was formed 
and here the tale is very different, for the famous 
Cambridge physiologists, starting with Michael 


The Regius | Foster and including Francis Balfour, W. H. Gaskell, 


Professorship was founded, with the four sister | J, N. Langley, A. 8. Lea, Adam Sedgwick, H. K. 


Chairs of Divinity, Civil Law, Hebrew, and Greek, 
by Henry VIII. in 1540, and since that time has been 
held by 18 men only, enjoying therefore an average 
tenure of a little over 20 years. But the average is 
arrived at by the balancing of some very unequal 
terms of office, for Prof. Christopher Green and Prof. 
Russell Plumptre divided the eighteenth century 
between them, Plumptre holding the chair for no 
less than 52 years as shown by the dates of appoint- 
ment of himself and his successor, although the 
author credits him with ten years less. But 
aliquando bonus ... Ancient and dignified as the 
Cambridge Chair of Physic is, no very distinguished 
physician (present company excepted, as the collo- 


(Continued from previous page.) 

attendant to wait for signs of pneumonia. If signs 
are waited for, then we may wait for death to occur 
before the signs show themselves. By some people 
alkaloids are ordered, one for each separate symptom. 
This is a bad method of treating such cases. Far 
better with some old and tried medicine to anticipate 
symptoms, and prevent worse ones occurring. 

Since the exhibition of boric crystals, which are 
used to fill up the wound, there has not been a case 
at Guy’s Hospital of sloughing of the wound, but if 
it does occur, then there are two important items of 
treatment. The sloughs should never be forcibly 
removed. Such a procedure will only lead to. further 
infection of the wound, and perhaps the death of the 
patient. It is possible that this sloughing may 
follow the use of indiarubber drainage-tubes, for 
such tubes contain free sulphur, which has its uses 
in certain septic urinary cases, but is not wanted after 
prostatectomy. The second item is this: such 
sloughing, especially if the slough be grey or black, 
may indicate that the patient is dying. 

Among other points mentioned in the address, 
Mr. Thompson said that in a certain number of cases 
it is important that the wife should be kept away from 
the patient for two or three days after the operation, 
and that directly the patient is to be allowed up 
a carefully fitted suspensory bandage should be 
properly applied, as it is not unknown for orchitis 





to occur sometime after the operation, and even when 
the patient has gone home. 


Anderson, and W. H. Rivers, to say nothing of such 
living exponents as Sherrington, Hardy, Dale, and 
the present Professor, make a list which are the glory 
of the University. 

This is a book which many Cambridge medical 
graduates will hasten to acquire, and Sir Humphry 
Rolleston, at the latter end of his professorship, has 
discharged a pious task delightfully, while the bio- 
graphies demonstrate a story of continuous scientific 
progress at the school. 


Chirurgie du rectum. 


Par Henri HARTMANN, Professeur de Clinique 
chirurgicale, Chirurgien de |’ Hétel-Dieu, Membre de 
Académie de Médecine. Paris: Masson et Cie- 
1931. Pp. 398. Fr.75. 


Prof. Hartmann’s new work is a further testimony 
to the author’s laudable industry. Both minor and 
major conditions are described in detail, and almost 
every page reveals the author’s exceptional experience 
in this branch of surgery and his deep knowledge 


| of the literature. 


The chapter on stenosing proctitis, of which the 
author has had 120 cases, is a particularly notable 
one: the pathology is discussed in detail, together 
with the varying methods of treatment. Prof. 
Hartmann has treated 56 cases by amputation of the 
rectum with preservation of the sphincters; the 
mortality works out to 4 per cent., and the functional 
results appear generally to be extremely good. A 
bibliography of more than three pages concludes this 
chapter. Cancer of the rectum is the subject of an 
imposing essay of more than 100 pages. The 
perineal and abdomino-perineal excisions, together 
with their modifications, are discussed. Prof. Hartmann 
describes a perineal excision of the rectum with the 
removal of the sphincters and the formation of a 
perineal anus, slightly posterior to the normal 
position. Details are given of 75 cases which were 
followed up after this operation; a certain degree 
of incontinence and prolapse were not uncommon. 
The mortality of this operation is estimated as 14 
to 16 per cent.; the late results show rather a high 
ineidence of local recurrences which have frequently 
necessitated a colostomy later. It is diffieult to 
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imagine that this operation can be as effective as 
the two-stage perineal excision with a permanent 
colostomy, which Lockhart-Mummery has described 
and performed with such success in this country. 
In discussing abdomino-perineal excision Prof. 
Hartmann expresses his belief that a terminal iliac 
colostomy is preferable to any attempt to bring down 
the pelvic colon to the anus, but it is evident that 
on the continent there is still a lingering tendency 
to perform operations which avoid colostomy. The 
results of 30 survivals from operation are given. 
Prof. Hartmann finds that recurrences as a rule show 
themselves within three years after operation, and 
working on this basis he estimates that his percentage 
of three-year cures is 56 per cent. (based on operation 
survivals). His actual operation mortality in recent 
years is not given. The operation of abdominal 
excision of a growth in the recto-sigmoidal region, 
with closure of the distal end, is described fully and 
well illustrated. This operation is very generally 
known as Hartmann’s method, and the author's 
description of it, together with his personal results, 
deserves carefulstudy. It is undoubtedly a valuable 
operation, and its soundness is based on careful 
anatomical researches. 

This work contains sound and lucid surgical 
teaching given by a master of his art, and it will be 
studied with profit alike by specialist and general 
surgeon. 





Modern Proctology. 


By Marion C. Pruitt, M.D.Ga., F.R.C.S. Edin. 
London: Henry Kimpton. 1931. Pp. 404. 36s. 


Tuts book aims at giving a concise and compre- 
hensive account of modern proctology. It is a 
curious mixture of good, bad, and indifferent. The 
good reflects the views of masters such as Cunningham, 
Ball, Tuttle, Bland-Sutton—nearly three pages are 
ineluded on the subject of dermoids—Hill, Lockhart- 
Mummery, Rankin, and others. Mr. Pruitt’s chapters 
in the early part of the book on constipation, fissure, 
abscesses, and hemorrhoids are clear and adequate, 
and those on megacolon, stricture, and prolapse 
provide a sound summary of current opinion on these 
subjects. 

It is in the later part of the book, where tumours 
are under discussion, that it becomes increasingly 
difficult to follow the author with interest or profit. 
Obselete operations for cancer of the rectum are 
described and illustrated, such as perineal excision 
with preservation of the sphincters, Kraske’s operation 
with the formation of a sacral anus, and vaginal 
excision of the rectum. The abdomino-anal excision 
is mentioned, but fortunately not described. Coffey’s 
operation is reproduced, together with the usual 
illustrations. We must firmly oppose the author’s 
contention that this operation is as effective as the 
one-stage operation of Mr. Ernest Miles. There are 
manifold reasons for believing that it is definitely 
inferior, and that some of the modifications, which 
involve section of the bowel and the trunk lymphatics, 
are not in accord with sound principles of radical 
eancer surgery. Throughout this section the only 
references to operation mortality are the figures 
published in the Ministry of Health Report in 1927, 
showing the operation mortality in relation to the 
height cf the growth from the anus, and Coffey’s 
report of his death-rate in 65 cases, which was 
published in Yeoman’s text-book. As regards end- 
results, Rankin and Broders’ table, showing the 
duration of life according to the malignancy grading, 





is reproduced, and there are figures relating to a 
series of 55 cases treated by lead injections; but 
apart from this the author has no information to 
offer regarding prognosis after the different excision 
operations which he has described, nor has he referred 
to any of the recent papers published on the subject. 

In the discussion of resection of the pelvic colon 
we find a prominent row of Murphy’s buttons depicted 
on p. 338, but there is no mention of the value of 
cxcostomy as an adjunct to end-to-end anastomosis. 
Paul’s operation for extraperitoneal resection of the 
colon is described, but Rankin’s method of obstructive 
resection and Devine’s modification are not referred 
to. The description of the removal of a large 
adenoma from the rectum is so concise as to be 
almost without value, since the operation of posterior 
proctotomy is full of difficulty and many important 
details must be considered, while the importance 
of repeated and regular re-examination of such a 
patient after operation is not stated. 

Many of the illustrations have only historical 
interest, and others are so small and indistinct as to 
be of little value. The book leaves the impression 


that the author’s desire to present a complete encyclo- 
pedia on proctology led him to describe major 
conditions of which he has little first-hand experience. 
This would be of less importance had his gleanings 
from the literature been made with discretion, and 
had full references to original papers been supplied. 





Surgical Pathology of the Genito-urinary 
Organs. 


By Artuur E. HertTzLER, M.D., Surgeon to the 
Agnes Hertzler Memorial Hospital, Halstead, 
Kansas; Professor of Surgery, University of 
Kansas.. London: J. B. Lippincott Co. 1931. 
Pp. 286. 2le. 


WHILE anatomy has always been recognised as a 
necessary foundation for surgical knowledge, it is 
only during the last 50 years that a knowledge of 
pathology has come to be considered of equal import- 
ance to a practical surgeon. Hertzler’s work on 
surgical pathology provides the operator with valuable 
information which otherwise he would be compelled 
to seek in books on general pathology which deal 
with every aspect of the subject. The third treatise 
on regional pathology to appear under this general 
heading is concerned with the genito-urinary organs, 
the other two being on the diseases of bones, and on 
the skin, fasci#, muscles, blood-vessels, and lymph 
vessels. Seven other volumes are being prepared, 
and the complete series will thus consist of ten 
volumes. The fact that the volumes are not isolated 
monographs enables the common factors of growths 
affecting the various systems to be made clear, and since 
the editor is a general surgeon his wise judgment is 
a safeguard against the evils of over-specialisation. 
The ideal that the genito-urinary specialist should 
have a sound general knowledge of the diseases 
affecting the whole of the body while possessing a 
special knowledge of those of the kidney, bladder, 
and genito-urinary tract is evidently held by Prof. 
Hertzler. He is himself a surgeon as well as a patho- 
logist, and it is therefore unnecessary to say that he 
approaches his subject from the angle of practice 
rather than that of theory. His work is enriched by 
222 excellent illustrations, the great majority of 
which are from photographs of material obtained 
from the Agnes Hertzler Memorial Hospital, Halstead, 
Kansas. 
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LONDON: SATURDAY, FEBRUARY 6, 1932. 


THE SPAHLINGER REMEDIES. 


In the winter of 1913-14 the late Dr. ARTHUR 
LaTHAM collaborated with Mr. HENRY SPAHLINGER 
in the treatment of a number of cases of pulmonary 
tuberculosis at teaching hospitals in London and 
in Dr. Latham’s private practice. The treatment 
was with vaccines and serums prepared by methods, 
not then made public, at Mr. Spahlinger’s bacterio 
therapeutic institute at Carouge, near Geneva, 
where he had an experimental farm and a laboratory 
well equipped for serological and bacteriological 
research. The war intervened, during which the 
institute at Carouge was diverted to other purposes, 
and it was not until some ten years later that 
the Spahlinger treatment was heard of here. 
Mr. Spahlinger set out his claims for the cure of 
tuberculosis in his own words in our issue of 
Jan. 7th, 1922, and the British Red Cross voted 
a large sum of money to enable him to produce 
his remedies so that they might be tried in this 
country, while the Ministry of Health offered 
facilities for their experimental) trial under scientific 
supervision so soon as supplies were available for 
the purpose. We ourselves appealed to Mr. 
Spahlinger to submit to the independent investiga- 
tion of his remedy at one or other of the research 
institutes in this country, but, as our readers are 
aware, this appeal was unavailing, although we 
pursued for many months a policy of printing 
(without curtailment or comment) all cases, 
successful or unsuccessful, treated by this method, 
when submitted to us by medical men. In 1927 
we published a review of the cases treated in 
1913-14 at St. George’s Hospital, with a clinical 
record setting out their subsequent history, and 
we took the opportunity again of appealing to 
Mr. Spahlinger to submit his remedies to the 
independent investigation which the Ministry of 
Health was still offering. The position varied 
but little until about a year ago, when the results 
were published of a test made at a Norfolk farm 
on the immunisation of calves against tubercle 
with a single dose of simplified bovine vaccine 
provided by Mr. Spahlinger ; the committee of 
control included two veterinary surgeons who 
were satisfied that this vaccine conferred on calves 
an extremely strong resistance against tuberculosis. 








This vaccine was said to be prepared from dead 
germs and was not more nearly described. 

The situation is now, however, changed, for, 
as will be seen from his letter to our correspondence 
columns, Mr. Spahlinger has made a statement 
of his method for the preparation of antigens, 
whether for the preventive vaccination of human 
beings or for cattle against tuberculosis. The 
details will be found set out word for word as he 
has communicated them to us on page 309 of our 
present issue. In this memorandum there are 
lacune which we hope will in due course be filled 
up. The salient points, however, may be enu- 
merated as follows. In the preparation of the 
bovine vaccine primary cultures are made direct 
from slaughter-house material without preliminary 
passage through animals, and, presumably, without 
treatment with acid or alkali to destroy any 
stray secondary organisms, such as is the usual 
practice nowadays. The media on which the 
primary cultures are made consist of a mixture of 
heated and unheated “ defibrinated blood, serum, 
organ or tissue extract” from a bovine source. 
The ingenious method of applying the unheated 
portion to the surface of the coagulated medium 
is an elaboration of a method of applying fresh 
blood to the surface of an agar slope devised years 
ago for cultivating the pneumococcus. Koch used 
coagulated serum in his early experiments on 
the cultivation of the tubercle bacillus, but nowa- 
days we believe most bacteriologists have relin- 
quished serum in favour of egg media on which 
primary implantations appear to do better. 
Tissue extract has occasionally been tried but has 
been very little used by tuberculosis workers. 
Mr. Spahlinger does not state what tissues or 
organs he uses and gives no details as to his methods 
of extraction, filtration, &c. The first subcultures 
are preferably made on liquid media of the same 
substances. Here again no details are given as to 
the method of preparing the tissue extracts or as to 
their strength, but later in the memorandum it is 
stated that in cultivating the human strain small ‘ 
amounts of saline, glycerin, or glucose may be 
added. As a rule in most laboratories we believe 
first subcultures are made on solid media and 
continued thereon till the cultures grow readily. 
In making the vaccine emulsion from the sub- 
cultures, Mr. Spahlinger tells us that the “ tubercle 
micro-organisms are collected and made into an 
emulsion in a sterile manner, in the absence of 
oxygen, with distilled water or norma] saline 
solution.” No details are given as to the method 
of removal of oxygen, but we presume the emulsion 
is treated in vacuo. Also—and this is an 
important omission—Mr. Spahlinger does not 
state the method of estimating the strength of 
the bacterial emulsion he employs. After distri- 
bution of his emulsion into ampoules the organisms 
contained therein are left to die a natural death 
by the efflux of time—which takes a year or even 
longer. This, we believe, is a new departure. 
Many physical and chemical methods have been 
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employed in the past for this purpose, but we do 
not recollect having read of this. Each batch of 
vaccine is tested before use to be quite sure that no 
living tubercle bacilli remain. In the case of 
vaccine for use in man there are added to the 
bovine vaccine (a) a vaccine of bovine bacilli grown 
on media from human sources, (b) of human bacilli 
grown on media from human sources, the media 
being prepared from “ defibrinated blood, serum, 
ascitic or pleural fluids ’’ which must be taken from 
“ tuberculous-free bodies.” Details of preparation 
are not given. The question of dosage of the 
vaccine is not dealt with in the memorandum, 
but it is stated that the relative proportions of the 
three types of culture used in the vaccine for man 
“vary according to the nature of the particular 
type of the tuberculous disease.” 

Now that Mr. Spahlinger has given to the world 
this much of his methods we hope that he will be 
persuaded to give full working details and especially 
to fill some of the lacune we have pointed out. 
The formula has been released, we are told, through 
the generosity of a small group of public-spirited 
people who are animated by humanitarian motives 
but wish to avoid the possibility of improper 
exploitation of the remedies. The Therapeutic 
Substances Act should be a sufficient guarantee 
against their fear of cheap and hasty manufacture. 
Mr. Spahlinger may safely join the freemasonry of 
bacteriologists who share their knowledge for the 
benefit of medicine and mankind. 


4 
—— 


THE PHILOSOPHY OF BIOLOGISTS. 


THE aim of scientific workers, in so far as they 
have had any definite formulated aim at all, has 
always been to construct a logical coherent 
systematic explanation of the world as they 
perceive it, in which effects follow causes with such 
implacable regularity that the one may with 
certainty be deduced from the other. Since each 
effect must in its turn be a cause, such a world 
obviously consists of a predetermined procession, 
and it is very difficult to harmonise it with the 
belief innate in every human being that he has 
at least some control over what he does and that 
what he does makes a difference. We doubt 
whether the majority of those who are interested 
in natural knowledge ever pose this dilemma to 
themselves. Absorbed in the problem of the 
moment, they do not spend much time in reflecting 
on their ultimate aims, nor does it occur to them 
that the more they expose the predestined chain 
of events at which they happen to be working, the 
more they undermine the position of the free-will 
on which, as they would doubtless say, their 
progress depends. But if in moments of being by 
themselves the matter does happen to occur to 
their consideration, they must needs recognise that 
the dilemma is a real one of which there is no 
ready solution. Prof. A. J. CLark, of Edinburgh, 
made it the text of a discourse he gave last autumn 
to the Quaker Medical Society which is published 
in the current number of the Friends’ Quarterly 








Examiner, and he gives us an interesting survey of 


the problem of vitalism versus mechanism as it 
appears to one who has spent his scientific Jife in 
the rigorous examination of the properties of living 
tissues by the analytical methods of experimental 
physiology. 

On the whole, Prof. CLARK is entirely dissatisfied 
with the attempts which have been made to explain 
life in terms of chemistry and physics. He freely 
admits that very substantial progress has been 
achieved in working out the physico-chemical basis 
of many of the mechanisms which are found 
operating in live animals, though even here he 
points out that some of these explanations fail to 
account for the phenomena while others have been 
based on conceptions of the inorganic world which 
have turned out to be fallacious. But the essential 
difficulty is that the discovery of living mechanisms 
has not brought us much nearer the discovery of 
life, and in this criticism he reaches the point at 
which mechanist and vitalist part company. What 
an animal does is, according to the mechanist, 
determined by the available mechanisms; to a 
vitalist, these mechanisms are no more than the 
means by which the animal reaches its objects. 
In homely simile, the mechanist would hope to 
explain why Jones goes from Piccadilly Circus to 
the Bank by a quantitative study of the various 
means of transport which are available ; these are 
of quite subsidiary interest to the vitalist who sees 
in them nothing but a series of alternative mechan- 
isms which do not help us at all to understand 
why Jones starts in one place and ends up in the 
other. Life in short is something more than the 
sum of the activities into which organisms can be 


dissected, and he quotes Smuts’s summary with 
approval: “the nature of living things is deter- 
mined, not by the nature of their parts, but by 
the nature or principle of their organisation ”’ ; 
mechanism does nothing to explain the correlation 
and coérdination which are so characteristic of 


organisms. Prof. CLARK also objects to deter- 
minism because it denies all significance to 
consciousness and, as he says, we are more certain 
of the existence of consciousness than we are of 
any other fact. Evidently he has no sympathy 
with those who would solve these troubles by 
cutting human experience into two halves which 
may roughly be called the material and the 
spiritual; man is essentially a religious animal 
and no explanation of life is satisfying which does 
not take this into account. The mechanistic 
method of approach should be given up and the 
biologist should concentrate on discovering not the 
features which living organisms share with dead 
matter, but the features in which the two differ. 
Only in this way, he says, shall we obtain a just 
view of what the properties of life really are. 

It may be suggested in commentary that the 
difficulties indicated by Prof. CLark are perhaps 
less than they used to be. Modern physics has 
gone some way to assimilate its conceptions to 
those of biology and the distinction between live 
and dead has become less definite; it seems 
possible, indeed, that everything from the electron 
to man might go into a series graded quantitatively 
rather than qualitatively. So too with deter- 
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minism. The idea of cause and effect being 
insolubly and invariably related in exactly the 
same way has grown weaker ; it seems not unlikely 
that their connexion is one of probability rather 
than certainty, as Prof. KARL PEARSON suggested 
hong ago in “ The Grammar of Science.” When 
we deal with the phenomena of chemistry and 
physics where in general innumerable units are 
concerned, the exceptional result is overwhelmed 
by the average and is imperceptible. In biology, 
where we can observe isolated units, we can see 
individual results and it becomes apparent that 
the same cause is not always followed by exactly 
the same effect. Atoms might well have the same 
degree of free-will if we could study them by 
themselves. Prof. CLARK therefore finds nothing in 
experimental science which is antagonistic to or 
incompatible with the appreciation of spiritual 
values. A further testimony to the same effect 
will be found in a very striking document by Sir 
DanreEL HALL, the distinguished agriculturist, 
printed in the December number of the Nineteenth 
Century and After. Telling us the tale of his 
personal pilgrimage, he confirms the general experi- 
ence that the mind instinctively demands some 
scheme which will reconcile the spiritual and 
mechanical facts of observation. It was in 
Berkeley’s argument for the non-existence of 
material things that he found an escape from the 
difficulties of a mechanical conception of the 
universe and from the dilemma of free-will and 
determinism. If the ultimate reality is mind, the 
laws of the universe which we formulate are no 


more than modes of thought and they may very 
well appear to be inconsistent among themselves 
because our minds are only fragments of the whole 


mind: they are aspects of reality, not reality 
itself. Henee, too, our observations of the spiritual 
side of life are just as real as our records of the 
material world. Disinterestedness is simply an 
observed fact of human conduct and righteousness 
is just as much a human quality as intelligence. 
Both are fitful in their operations, irregular in their 
distribution, and unequa! in their intensity, but 
their existence is a fact of observation as valid as 
any mechanical measurement; no account of the 
universe can neglect them without being obviously 
incomplete. 


in 
> 





THE TREATMENT OF TOXIC DIPHTHERIA. 


DIPHTHERIA is a preventable disease. Where, 
as in New York City,’ active immunisation is 
carried out upon an adequate scale, morbidity 
and mortality have declined notably. In this 
country active immunisation is at last making 
headway, but so far the numbers of children 
protected are too small to produce any appreciable 
effect upon prevalence. Case-mortality, on the 
other hand, has been declining for a generation. 
Without doubt, diphtheria antitoxin has been 
the main factor, but not the only factor, in bringing 
about the great fall in the fatality-rate. The 
fatality-rates of other common acute infectious 








1 R>port of Commissioner of Health for New York City, 1931. 


diseases, for which no specific measures of treat- 
ment are available, have also steadily declined 
within the same period. Discussion of the causes 
of this general decline is beyond our present 
purpose. Case-mortality from diphtheria in this 
country now ranges from about 4 to 6 per cent., 
varying somewhat in different years and in different 
towns. Fatalities in diphtheria are almost entirely 
accounted for by the laryngeal form and by the 
toxic faucial case. Whatever the reasons, there 
can be no question that the proportion of 
severely toxic cases of the disease varies in 
different epidemics in the same city and in 
different cities at the same time. Berlin a 
few years ago experienced an epidemic of 
diphtheria during which cases of toxic type 
occurred in alarming numbers. In Hamburg, 
on the other hand, at the same period, diphtheria 
was neither unduly prevalent nor exceptionally 
severe. 

Cases of faucial diphtheria have been encountered 
in whose treatment diphtheria antitoxin, although 
administered early and in adequate dosage, is 
stated to have been of no avail. Toxemia from 
the first was apparently overwhelming. But 
such cases must be very exceptional. Very many 
more cases, unfortunately, are daily met with where 
prompt injection of a moderate dose of antitoxin 
might have averted that tragedy of infectious 
diseases hospitals—the case of toxic diphtheria 
which comes under treatment too late. ill 
admit the necessity for antitoxin in the treatment 
of diphtheria and the prime importance of 
its early administration. Most, perhaps, are now 
agreed that in the severe case of diphtheria a 
portion, at any rate, of the dose should be injected 
intravenously. As to the size of the dose, the 
number of units, there are many differences of 
opinion. V. Bre, of Copenhagen, who claims that 
his low case-mortality is due to the use of very 
large doses,? has injected an aggregate dose of 
500,000 antitoxic units; W. H. Park, of New 
York, a strong upholder of the intravenous route, 
would not exceed at most 50,000 units; E. W. 
GooDALL’s upward limit is 30,000 units. In some 
late cases of toxic diphtheria no dose of antitoxin 
of whatever magnitude is of any avail. Antitoxin 
can only adsorb circulating toxin and possibly 
toxin but loosely fixed in the tissues. It cannot 
repair structural damage. 

On another page appears a paper by Drs. BENN, 
HvucHes, and ALSTEAD upon the treatment of 
toxic diphtheria by combined antitoxin and 
dextrose-insulin therapy. As they point out, F. F. 
ScHWENTKER and W. W. Nokt, in the course of a 
comprehensive reinvestigation of the causes of 
circulatory failure in diphtheria, have produced 
evidence, from their own observations and those 
of others, that the toxin of diphtheria causes 
profound changes in carbohydrate metabolism. 
In the severe case there is at first a rise in the 
blood-sugar which is due to an increased glyco- 
genolysis, glycogen disappears from the liver 
and, most significantly, from the bundle of His, 
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and hyperglyca@mia may be succeeded, as toxemia 
increases, by hypoglycemia. Finally, owing to 
the failure of insulin-production by the pancreas 
and of other normal sources of supply, as the 
result of damage to the tissues generally, the blood- 
sugar again rises with the production of hyper- 
glycemia. Various observers have reported that 
the blood-sugar curve in toxic diphtheria is of 
diabetic type, and Dr. BENN and his co 

are able to show that the greater the degree of lag 
exhibited by the curve the worse the prognosis of 
the case. They detail two series of cases of toxic 
diphtheria which although not contemporaneous 
are of comparable clinical severity. The patients 
in both series received, it will be observed, large 
doses of antitoxin, usually by both intramuscular 
and intravenous routes. The average total unitage 
in both series is fairly comparable. (As to whether 
a more moderate unitage in both series might have 
sufficed we express no opinion.) In Series A 
besides the large doses of antitoxin the patients 
received dextrose intravenously and subsequently 
glucose by mouth, and where the nature of the 
blood-sugar curve appeared to indicate its necessity , 
insulin intramuscularly. A consideration of the 
case-mortality and the paresis rate in the two 
series shows important differences in favour of the 
dextrose-insulin series. Whereas in that series 
the case-mortality of 89 consecutive cases of 
toxic type was 22°5 per cent.,in the control series 
of 131 similar cases treated with antitoxin alone 
the case-mortality was 35°9 per cent. It can be 
shown that this difference in the case-mortality 
in the two series amounts to three times the 


probable error and therefore must be regarded as 


significant. The difference is not due to chance. 
As a matter of fact, the real difference is slightly 
greater than the authors show. This is due to 
variations in the age-distribution of the cases 
in the two series which are not in this respect 
strictly comparable as the authors state. In the 
experimental Series A, 65 per cent. of the patients 
were under 10 years of age ; in the control Series B 
57 per cent. only. The case-mortality amongst 
this age-group was 24 per cent. in the experimental 
series and 45 per cent. in the control series. The 
difference in the recovery—with paresis rate in 
the two series is noteworthy ; it is 57°3 per cent. 
in the experimental series and 44°2 per cent. in the 
control series. It is a fair inference that more 
patients in the dextrose-insulin series survived 
to experience pareses in the later stages of the 
disease. 

The administration of glucose in the toxemia of 
diphtheria, as in toxemia due to other infections, 
is not new. Glucose is now given orally to cases 
of diphtheria in many fever hospitals, and its use 
as an adjunct to antitoxin should become general. 
F. J. Hector? first suggested the injection of insulin 
in diphtheria. Provided, and only provided, that 
facilities are at hand for repeated estimations of the 
blood-sugar, its use in the type of case described 
by Dr. BENN may turn the scale. Uncontrolled 
injections of insulin in diphtheria are dangerous 
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and should never be attempted. There is too great 
a risk of hypoglycemia which may be mistaken 
for a cerebral complication of the disease. 


a 
> 





MEMORIAL TO SIR ANDREW BALFOUR. 


Sir James Crichton-Browne and a score of others 
whose names are outstanding in scientific endeavour 
are signatories to a letter appealing for funds to keep 
green the memory of Sir Andrew Balfour in the 
London School of Hygiene and Tropical Medicine. 
The monument itself is to be simple and inexpensive, 
appropriate to a man whose influence upon his fellows 
was so largely due to simplicity of character and 
sterling honesty of purpose. The school itself is his 
true memorial, for, as the Prince of Wales said when 
he opened it, it is a sign that post-graduate education 
in medicine is about to come into its own; and 
Balfour supervised every detail in the conception 
of the school and the structure of the building, keeping 
in view all the while that it was first and all the time 
a workshop for the well-being of the Empire. The 
greater part of the funds will be allotted to helping 
students, preferably from overseas, to pursue courses 
of study at the school, and the cosmopolitan preference 
is again agreeable to the memory of one whose first 
piece of work was to cleanse the Augean stables of 
the Khalifate and transform them into the modern 
well-planned city of Khartoum. During the war 
here and there, first at Salonica and Egypt, then in 
Mesopotamia, in East Afriea and Uganda, Balfour 
served as president of a medical advisory committee 
organising sanitary reforms which have lasted 
on into peaceful times. His earlier journeys took 
him to the West Indies and South America, his later 
ones to Mauritius and Bermuda. There is a fitness 
in associating his memory with the opportunity for 
students from every part of the Commonwealth to 
study the principles of healthy living at the 
Rockefeller house in Gower-street. 





Dawson WILLIAMS MEMORIAL PRIZE. — The 
Dawson Williams Memorial Fund was established by a 
voluntary subscription amongst the friends and admirers 
of the late Editor of the British Medical Journal in 
1928. The administration of the fund was placed in the 
hands of a body of trustees composed of the following :— 
The presidents (for the time being) of the Royal College of 
Physicians of London, the Royal College of Surgeons of 
England, the British Medical Association, the Royal Society 
of Medicine, and the Section for Disease in Children of the 
Royal Society of Medicine ; and the Editor of the British 
Medical Journal. The object of the fund is the award of a 
prize, every two years or at longer intervals at the discretion 
of the trustees, in recognition of work done in connexion 
with pediatrics. The first award was made in 1930 to Dr. 
F. J. Poynton, for his work on behalf of rheumatic children, 
particularly with regard to the establishment of special 
“ rheumatic centres’; and the trustees have decided to 
make the second award this year to Sir Robert Jones for 
his work in connexion with the pediatric side of ortho- 
peedics. With the consent of the Council of the British 
Medical Association the prize will be presented by the 
President of the Association on the occasion of his presi- 





dential address on Tuesday, July 26th. 
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THE HEREDITY OF DIABETES. 


tolerance tests. In the group springing from one 
| first-cousin 


iage, 77 out of 108 were examined 


HEREDITY has been recognised as an xtiological | and 14 had either a renal glycosuria or a glycosuria 
factor in diabetes since the sixteenth century, but without any symptoms, and two had true diabetes 


as I. S. Wright reminds us,1 H. A. H. Howard | 
and P. J. Cammidge were the first to show 
that a high blood-sugar might be transmitted in | 
mice according to Mendelian law. They found | 
that if certain mice having a high fasting blood. | 
sugar were mated they produced offspring having | 
the same high blood-sugar; if, on the other | 
hand, they were crossed with mice having normal | 
blood-sugars all the progeny were normal in this | 
respect. When, however, these seemingly normal | 
mice were crossed with mice having a high blood-sugar | 
the results followed the Mendelian law and the | 
number of offspring which had high blood-sugar 
and those which were apparently normal or hybrid | 
carriers was equal. If the hybrid carriers were | 
mated with each other the progeny had high blood- 
sugar in the proportion of one in three. It could be | 
concluded from these experiments that high blood- 
sugar was a recessive characteristic, and that the | 
apparently normal hybrid carriers were capable of | 
transmitting it to their offspring according to | 
Mendelian law. Cammidge in a study of English | 


mellitus. In the group in which there had been 
no intermarriage, 72 out of 102 were examined, and 
ten of these had renal glycosuria and two had true 
diabetes. It will be remembered also that Parkes 
Weber * has lately described a family in which the 
mother had had glycosuria without symptoms for 
44 years. Of her five children, four had glycosuria 
without hyperglycemia, while the fifth, who had a 
different father, was normal. 

Now that insulin has completely altered the out- 
look for younger diabetics, the etiological importance 
of heredity ceases to be of merely academic interest. 
Requests for advice from diabetics as to whether they 
may marry become more frequent every year. The 
best advice can only be given from a clearer knowledge 


| of the importance of the hereditary factor. 


THE LEAGUE OF NATIONS AND THE OPIUM 
TRAFFIC. 
THE Council of the League of Nations, now in 


families found that the same laws were followed. | session at Geneva, will have before it for considera- 
When the disease was transmitted as a dominant | tion some of the recent developments directed to 
characteristic the course was found to be mild; the better control of international traffic in narcotic 
when the characteristic was recessive, the course | - The convention drawn up in July, 1931, 
was usually grave from the onset. | dealing with limitation of the manufacture and 


Wright himself describes a series of families in which distribution of morphine and cocaine and their 
the hereditary influence of diabetes is very clear. He 

gives charts of nine families, in three of which both the 
parents were known to have diabetes. One of the 
latter group is especially remarkable, for of 30 people 
belonging to two successive generations 18 were 
affected with diabetes. In the third generation none 
of the six children of a diabetic father has developed 
diabetes but three of them are bleeders. Wright 
thinks that there are two factors which tend to pro- 
duce diabetes—namely, a hereditary factor and an | 
acquired factor such as infection or obesity. In | 
any given case either may preponderate, but if | 
both are large the disease seems to be inevitable, | 
whereas if both are small or one is absent it may never | 
appear at all. In this series, as in Cammidge’s, | 
when the characteristic was dominant the disease | 
tended to be mild, and there is evidence to show | 
that diabetes innocens (renal or orthoglycwemic | 
glycozuria) is transmitted in a somewhat similar | 
manner. Urban Hjarne* has investigated a remark- | 
able family many members of which had glycosuria. | 
He was able to study seven generations, but found no | 
evidence of any abnormality in the first three. In | 
the fourth, which comprised 18 persons, only one had 
glycosuria, and this did not run the course of true | 
diabetes mellitus. In the third generation there had 
been a marriage between first cousins, and in the 
fourth generation one of the children of this marriage 
had again married a cousin. The members of the 
next three generations therefore could be divided into 
three groups according to whether they sprang from 
two, one, or no first-cousin marri Of the first 
group of 41 persons, 30 were examined and 16 were 
‘ound to have renal glycosuria as shown by sugar- 








| 
| 
| 
| 


1 Amer. Jour. Med. Sci., 1931, clxxxii., 484. 
* Acta Med. Scand., 1927, Ixvii., 422; see THe LANCET, 
1928, i., 1077. { 


derivatives, though signed by more than 40 govern- 
ments, cannot be effectuated until ratified or acceded to 
by 25 states, members of the League or non-members. 
Since great importance is attached to the provisions 
of this convention, and the new machinery which it 
invokes with a view to checking the appalling amount 
of illicit traffic in narcotic drugs which has been 
reported to the League, it is presumed that pressure 
will be brought to bear upon the signatory Powers 
to proceed to early ratification. It will be remembered 
that the assembly of the League last autumn 
regarded the new convention as but the first step 
towards the limitation of the production of the raw 
materials of these pharmaceutical preparations. 
The original opium convention signed at The Hague 
in 1912 sought also to limit and control the production 
of raw opium, and to bring about the gradual and 
effective suppression of smoking of ‘“‘ prepared ’”’ 
opium. The Geneva convention of 1925, which pur- 
ported to ‘‘ complete and strengthen ” the provisions 
of the earlier treaty, nevertheless postponed the 
period by which the contemplated suppression of 
opium smoking should be achieved. A commission 
of inquiry appointed by the council of the League 
in 1929 visited the Far East to report upon the 
measures which had been taken, or should be taken, 
to fulfil the treaty obligations in regard to opium 
smoking. It presented most elaborate reports on 
the above question, three volumes of which have been 
published. A conference convened by the council 
of the League was held at Bangkok in November, 
1931, to consider the situation in regard to opium 
smoking as disclosed by the reports of the commission. 
It was attended by representatives of Great Britain, 
France, India (Burma), Japan, Netherlands, Portugal, 





*THE LANCET, 1931, ii., 71. 
* See Tue Lancet, 1931, ii., 972. 
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-and Siam, while an observer was sent by the United 
States of America. 

The conference is reported to have adopted a new 
-agreement and final Act dealing with the prohibition 
of the retail of smoking opium through persons 
receiving commissions; the definition of minors 
to whom smoking is forbidden ; penalties for inciting 
minors to smoke ; and prohibiting the sale of prepared 
opium otherwise than for cash. The conference does 
not appear to have fixed a date from which the 
15 years allowed by the Geneva convention for the 
gradual suppression of opium smoking was to 
commence. The representative of the United States 
demurred to the implied double standard whereby 
governments with Far Eastern possessions sanctioned 
opium smoking therein while proscribing it absolutely 
in the home countries. He likewise opposed a 
government monopoly system which was favoured 
by other members of the conference, and indeed he 
contended “‘that there is but one real method by 
which to suppress the evil of opium smoking, and that 
is complete statutory prohibition of the importation, 
manufacture, sale, possession, or use of prepared 
opium.” 


WHAT PROMOTES TUBERCULOSIS MOST? 


It is pretty safe to say that if a score or two of 
authorities on tuberculosis were asked this question, 
they would not agree over the answer. In other 
words, we are still to a certain extent in the dark 
over the most important question that can be raised 
in this field. Dr. O. Scheel,’ chief of a medical 
service of the Ullevaal communal hospital of Oslo, 
has lately set out his view that the standard of living 
is far and away the most important factor in tuber- 
culosis, and that the age at which infection occurs, 
the intensity of infection, recurrent super-infections, 
sanatorium treatment, and various other factors play 
a subsidiary, and perhaps even a negligible rdle. 
None of the elements of this thesis is new, and at 
the present time few would deny the importance 
of the general standard of living in relation toimmunity 
to tuberculosis. The mass experiment in Germany 
during the late war is in this connexion unanswerable. 
But Dr. Scheel is greatly daring in this: that he 
brushes aside as unimportant all the other factors 
which are supposed to play a part in tuberculosis, 
and which have determined the expenditure - of 
enormous sums of money during the past half century. 
Long before the discovery of the tubercle bacillus 
and the campaign against tuberculosis as an infectious 
disease was started, the mortality from tuberculosis 
-as well as the general mortality had begun to decline. 
And while it is thus impossible to correlate the decline 
in tuberculosis exclusively with the modern campaign 
against it as an infectious disease, it is possible to 
establish an intimate association with this decline 
‘and the rise in the standard of living for which 
modern industry is responsible. It has been calcu- 
dated that during the four centuries before 1880, 
the stature of the average Norwegian increased by 
4 cm. Between 1880 and 1926 it increased by 2-5 
to 3 cm., if measurements of recruits during this 
latter period can be applied to the whole population. 
Similar increases of stature have been observed in 
several other countries. Measurements in Norway 
of young adults belonging to different social classes 
have shown that the stature of the average man rises 
with his social status—another proof that stature is 
determined, to a certain extent, by the standard of 
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living. So far Dr. Scheel is on fairly safe ground. He 
becomes more interesting as he leaves this ground to 
skate on thin ice by challenging Newsholme’s verdict 
in 1906 that the principal cause of the decline in 
tuberculosis is the campaign waged against it as an 
infectious disease. In 1928 there were about 30,000 
infectious cases of tuberculosis in Norway, with only 
5300 beds set aside for them. In other words, 
Norway cannot expect to isolate more than some 
18 per cent. of her infectious tuberculous cases. 
Complete isolation of all her infectious cases will, 
in Dr. Scheel’s opinion, never be feasible. Partial 
isolation merely has the effect of deferring the age 
of infection in a certain proportion of the population, 
nearly all of which, however, is tuberculin-positive 
at the age of 30. Does putting off the evil day, 
from infancy or childhood to adolescence or early 
adult life, matter much? As far as girls are con- 
cerned, Dr. Scheel greatly doubts if it is better to 
be infected between the ages of 15 and 20 than at 
school age. He is also sceptical about the importance 
of the degree of infection, of super-infections, and of 
sanatoriums either as isolation or as therapeutic 
establishments. 


THE LIBERTY OF THE SUBJECT. 


THE Medico-Legal Society’s discussion last week, 
like most other discussions on the Liberty of the 
Subject, covered a very wide field. Dr. L. A. 
Weatherly gave his views on the regulations under 
the Defence of the Realm Act, abortion, the legal 
position of alcoholics, and the segregation of mental 
defectives. As a veteran psychiatrist, he devoted 
a large portion of his address to the working of the 
Mental Treatment Act and criticised the Board of 
Control for what he described as a ‘ bureaucratic 
attitude.” He also blamed many large munici- 
palities for not establishing juvenile courts in 
connexion with their police-courts, and for not 
administering the Probation of Offenders Act in as 
full a measure as it could be administered. This 
accusation drew from Mr. Claud Mullins, the well- 
known writer on law reform, an excellent defence of 
magistrates in general. Mr. Mullins, himself a 
magistrate, agreed completely with Dr. Weatherly 
on the stupidity of many of the minor regulations 
which had to be enforced in the police-court. He said 
that he wished that legislators, when passing new | 
restrictive laws, would sometimes consider the question 
not only whether a certain state of affairs was 
desirable but whether the laws could be enforced, 
and whether the effort to enforce them was worth 
while. On the previous day, he said, he had spent 
an hour of his public time discussing whether a 
black-currant pastille was properly so-called when it 
contained no currant. His deliberations had been 
complicated by the fact that two learned analysts 
had sent him two independent and completely 
different reports on the composition of the pastilles 
in question. The number of regulations which he 
was expected to enforce was, he said, amazing, and 
they all meant a certain amount of interference with 
liberty and considerable expense to the public. 
On the subject of probation he uttered a much- 
needed reminder that the probation of offenders was 
capable of serious misuse. It had, he said, been 
noised abroad that the effect of the Act was to allow 
every dog to have one bite—a dangefous doctrine. 
It was constantly reported to him by policemen and 
missionaries that young offenders said, ‘‘Oh, the 
Beak will bind me over; it’s a first offence,’ even 
when the offence was that of driving away an uninsured 
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motor-car by a boy unfitted to handle it. He wished 
that a method of restricting liberty existed half-way 
between probation and imprisonment. Finally, on 
another matter, he made the pertinent inquiry 
whether the State, now that it assumed responsibility 
for giving every life a chance, might not have some 
say in the question whether in a given case a life 
should ever exist. It was significant that every 
other speaker advocated some form of restriction 
of liberty ; the consensus of opinion was that the 
nation was suffering, like Lucio’s friend in Measure 
For Measure, from “Liberty; too much liberty.” 
Liberty demands a sense of responsibility, and only 
those prepared to take responsibility can claim it- 


TUMOURS OF THE BILE-DUCTS. 


DuRING the 20 years 1910-29 53 tumours of the 
bile-ducts were observed at the Mayo Clinic, all 
except four of them being malignant. Dr. James M. 
Marshall has collected and analysed these cases in a 
recent paper.' Benign tumours of the extra-hepatic 
ducts, of which H. D. Rolleston and J. W. McNee 
found only ten cases on record in 1929, are usually 
papillomatous, fibromatous, or adenofibromatous. 
Two of Marshall's cases were adenofibromata, one a 
papilloma and one a congenital cyst of the cystic duct. 
The 49 malignant tumours were all examples of 
primary carcinoma. Operation was performed in 
45 cases, and in four the condition was found at 
autopsy. Three-fourths of the patients were over 
50 years of age, the youngest being aged 23 years ; 
31 were males, and 18 females. Gall-stones were 
present in the gall-bladder or ducts or both in 21 
cases (43 per cent.). The commonest sites of the 
tumours were the lower end of the common bile-duct 
and the ampulla of Vater. The usual clinical picture 
was that of obstructive jaundice, which was present 
in 44 cases, and varied in degree from slight to extreme. 
Marked loss of weight was seen in 45 patients and was 
the most striking manifestation after jaundice. Pain 
was absent in 15 cases throughout the entire course 
of the illness, and therefore the presence or absence 
of pain appears to be of little, if any, diagnostic 
significance. Pruritus was a prominent symptom in 
25 cases, and in several it was the chief complaint. 
Spontaneous hemorrhages occurred in 16 cases. Of 
the 45 patients on whom operation was performed for 
carcinoma 19 (42-2 per cent.) died within 30 days, 
26 survived for an average period of 17-3 months; of 
these three were still living, respectively, seven months, 
20 months, and 34 months after the operation, and in 
six patients the results were unknown. The high 
operative mortality is attributed to the tendency to 
hemorrhage and technical difficulties of operations 
on the biliary tract. 


THE LIVER AND HAEMOGLOBIN. 


Ir used to be supposed that it was the business 
of the liver to make bile-pigments out of the remains 
of red corpuscles. The hxmatoidin crystals in old 
hemorrhages showed that the manufacture of 
bilirubin was not the sole prerogative of the liver, but 
it has been left to recent experimental research to 
show that the tissues of the body generally have this 
capacity. The point which remains in doubt is 
whether the liver can do it at all; the facts are con- 
sistent with the interpretation that its only share in 
the process is to pick up bile-pigment from the blood 
and pass it into the bile-ducts. But it has still been 
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generally believed that the liver plays an important 
part in removing free hemoglobin from the circulation 
when, for any reason, red cells have been broken up 
in the blood, and it is something of a surprise to learn 
from some recent work by Profs. R. Muir and 
J.S. Young! that this too is in doubt. When asingle 
large dose of dissolved hemoglobin is injected intra- 
venously, none is excreted in the bile nor do the liver 
cells show any evidence of hemoglobin or of an 
iron-containing pigment. The cells of the convoluted 
tubules of the kidney, on the other hand, gave a 
diffuse reaction for iron which, after two or three days, 
took on a granular form. The spleen was found normal 
in all respects. When smaller doses were given over 
a longer period, a marked siderosis of the convoluted 
tubules of the kidneys was produced. It is known 
that hemoglobin free in the blood plasma passes 
through the glomeruli and it is, no doubt, by reabsorp- 
tion that it finds its way into the cells of the tubules. 
This is apparently why a certain amount of hemo- 
globinemia may exist without any hemoglobinuria. 
The liver, on the other hand, showed relatively slight 
or hardly any accumulation of iron, either in the liver 
cells themselves or in the Kupffer cells. And the 
authors are disinclined to believe that such increase 
in the liver as they found really represents any active 
interest in hemoglobin. Both spleen and bone-marrow 
showed more than the normal quantum of hemo- 
siderin and presumably take their parts in disposing 
of a hemoglobinemia. 


ANAEMIA WITH DYSPHAGIA. 


THE recrudescence of interest in secondary ane#emia 
during the last few years has brought into prominence 
what has been called the Plummer-Vinson syndrome. 
In 1922 Vinson associated the peculiar dysphagia, 
first described eight years previously by Plummer, 
with a severe secondary anzmia, and we now have 
records of many cases belonging to this group, a 
summary being published in 1928 by J. A. Munro 
Cameron.? The main points in the syndrome are 
that the mucosa of the mouth, pharynx, and @so- 
phagus shows inflammatory changes producing 
dysphagia, and that the patients exhibit severe 
anemia of secondary type. It has been claimed 
that relief of the dysphagia, which can sometimes be 
brought about by the mere passage of a tube, will 
so improve the food intake that the anemia dis- 
appears. Dr. George Graham and Dr. R. 8. Johnson * 
now report a series of cases in which they have 
observed that besides the syndrome as described, 
there is a definite increase in the fragility of the 
red blood corpuscles. They call attention to the 
colour of the skin, which is of a brownish-yellow tint 
rather than the so-called lemon-yellow of pernicious 
anemia. Achlorhydria was present in all their cases, 
but the histamine test was not performed, and there- 
fore they are unable to say whether the achlorhydria 
was absolute. On careful test of the fragility of the 
red corpuscles they found that usually hemolysis 
began in concentrations of normal saline higher than 
0-50, and was always complete at 0-40. The distine- 
tion from acholuric jaundice was confirmed, apart 
from the dysphagia, by the absence of excess of bili- 
rubin from the blood-serum, whilst the achlorhydria 
was further evidence. Graham and Johnson are 
unable to confirm the reported cure of such cases 
by the simple administration of a full ordinary diet, 
but found that the anemia rapidly improved when 
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both liver and iron were given. This observation, 
while perhaps adding to the complexities attending 
the investigation of anwemic cases, is of impertance 
at a time when much light is being thrown upon the 
various maladies associated with nutrition. 


THE CAUSATION OF PITYRIASIS ROSEA. 

Tue chief importance of pityriasis rosea, which is 
nearly always a mild and non-disabling eruption, 
lies in its differentiation from secondary syphilis, 
with which it is still occasionally confused. The 
careful experimental work of Dr. M. Sydney Thomson 
and Dr. J. N. Cumings! nevertheless deserves more 
than a casual reference. Of 18 cases studied since 
December, 1930, the famous “herald patch’’ was 
absent in only three, and only six of them showed 
any constitutional disturbance, manifest by a tempera- 
ture up to 100° F. One patient complained of sore- 
throat, five showed faucial congestion, and three had 
glandular enlargement confined to the neck in two. 
Pruritus is by no means a constant feature, and 
only five made any complaint of it. The youngest 
patient was a girl aged 21 months, the oldest a 
woman of 77. Tuberculosis has been claimed as a 
possible cause by Le Damany, but his evidence is 
slight, and the Mantoux test in Thomson and Cuminggs’s 
series was decidedly against such a hypothesis. No 
one believes that syphilis is a cause, and no investi- 
gator has yet demonstrated a fungus which satisfies 
the usual requirements of staining and culture. 
According to Benedek, of Leipzig, who has been 
working on the occurrence and pathogenicity of the 
Schizosaccharomyces hominis, and who took the 
trouble to present his view and his specimens before 
the Association of British Dermatologists at Bristol 
last year, pityriasis versicolor follows supersensitisa- 
tion of the skin with this organism. But his assump- 
tions have not been confirmed by other workers, 
and in a series of 24 experiments according to his 
technique Thomson and Cumings record negative 
results. Blood counts appear to have revealed “a 
definite tendency to leucopenia with relative lympho- 
cytosis.”” This appearance is accentuated in the 
comparative tables of counts in this disease and 
20 consecutive cases of other skin diseases. The 
type of blood picture resembles that met with in 
vaccinia, alone among the acute specific fevers, and 
“‘may therefore have some significance,” they think, 
in the etiology. Tests along the lines devised by 
Dick for scarlet fever—the material being obtained 
from the scales of a herald patch and added to 
10 c.cm. normal saline—gave a positive reaction in 
11 out of 13 healthy persons who had never had the 
disease, in four out of five cases of other skin disease, 
and only in one case definitely out of ten just recover- 
ing from the typical eruption. These results seem 
to indicate that the cause of the disease is a living 
virus; yet attempts to inoculate the disease into 
other subjects all failed. (Wile succeeded four times 
after many attempts.) After some discussion based 
on their results Thomson and Cumings come to the 
conclusion that these point to a virus as the cause 
of the disease, and — with Lassar’s original hypo- 
thesis that it is probably conveyed by the vest or 
underclothing in immediate contact with the skin. 
All the suspected garments were of wool or silk and 
wool, except in one case where the herald patch 
appeared on the side of the neck soon after wearing 
a new fur. Two new points which emerge from 
the investigation will both require confirmation 
before they can be accepted by the dermato 
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logical world. They are the more or less constant 
leucopenia, with relative lymphocytosis, in con- 
valescent cases, and the similar frequency of nega- 
tive reactions to intradermal injections of saline 
extracts of pityriasis rosea scales in patients recently 
recovering from the eruption. 


FUEL AND SMOKE. 

On Monday afternoon Sir Hugo Hirst, President 
of the Institute of Fuel, handed the Melchett medal 
for 1931 to Prof. W. A. Bone, of the department 
of chemical technology of the Imperial College of 
Science, for the most outstanding work in connexion 
with fuel. The first award of the medal was made 
last year to Dr. K. Rummel of Disseldorf. Prof. Bone 
has given his life to the study of economy in the 
consumption of fuel and in the lecture which he 
delivered after receiving the medal he noted as one 
of the triumphs of mechanical science that iron could 
now be produced in a blast furnace at about one-fifth 
the cost in fuel of a century ago. What this economy 
means to the composition of the air we breathe may 
be realised by considering that each of us consumes, 
as he put it, about 500 pounds per annum of iron and 
steel. The direct fuel saving on the whole world’s 
present output of iron cannot be less than 100 million 
tons of coke per annum. Yet there is still in all 
conscience enough solid matter suspended in the air. 
The Seventeenth Report on Atmospheric Pollution ' 
puts it at 550 tons per square mile deposited or 
brought down by rain each year at one point in 
Lancashire, and an average of 200-300 for the whole 
country. The report offers little hope of further 
improvement in London for many years to come. 
Indeed, there has lately been a threefold increase in 
sulphur deposited in such widely separated parts as 
Ravenscourt Park and Finsbury Circus, and sufficient 
smoke is still emitted in London during two or three 
hours of a winter’s morning to produce the blackest 
fog of which we have any experience. Were the 
emission reduced by one-third we are promised 
nothing more than delay in the formation of the 
same fog. Charing Cross is held to be one of the 
smokiest spots in London and we may take a wry 
satisfaction in the assurance that the smoke haze 
in London is far worse than in many industrial centres. 
The atmosphere at Coventry is singled out as unusually 
pure for a city of its size. The fog blanket moreover 
is not borne entirely by those who make it. The 
polluted atmosphere of a town two miles in diameter 
is clearly to be discerned at a distance of five or six 
miles down wind ; that of one of our monster industrial 
areas of 24 miles in diameter would be perceptible 
at a distance of 60 to 70 miles, say from London to 
Eastbourne. But in spite of all this the law relating 
to smoke abatement is pretty much a dead letter 
in many areas. There is only one district which has 
a statutory regional authority, and the proposal to 
set up a joint board in South-East Lancashire has been 
postponed owing to present financial difficulties. 
The National Smoke Abatement Society sees our 
best hope in the formation of advisory committees 
in areas where no action has at present been taken. 
Smoke knows no boundaries, the recent report remarks, 
and the efforts of one authority may be largely nullified 
by the inaction of adjoining authorities. 


Dr. William Rees Thomas has been appointed a 
senior commissioner of the Board of Control. 

Report 

.M. 


“3p partment of Scientific and Industrial Research. 
on Observations for the Year ended March 3ist, 1931. 
Stationery Office. . 6d. 
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THE organism known as BCG (Bacille Calmette- 
Guérin) is stated to be lineally descended from 
bovine tubercle bacilli isolated by Nocard, in 1901, 
from the milk of a tuberculous cow. Beginning in 
the year 1907 the strain was subcultured at intervals 
of from 14 to 25 days upon potato saturated with 
5-0 per cent. glycerin ox-bile. During the course of 
the cultivation on this bile medium the organism, 
originally of normal ‘‘ bovine” virulence, became 
“less and less tuberculigenic”’ and eventually, 
after 230 successive subcultures in 13 years, was 
found to have lost the power of producing progressive 
tuberculosis in all the domesticated species of animals 
and in the highly susceptible monkey. 

My investigations of the strain, which have been 
made over a period of several years, include virulence 
tests and immunity experiments on various species 
of animals. In this paper I am reporting the results 
of the virulence tests and observations on the cultural 
characteristics. 

Two strains of B C G have been used in the investiga- 
tion: They were both kindly sent to me by Prof. 
A. Calmette, one in 1921, the other in 1927. The 
strains proved identical, but the former has been used 
almost to the exclusion of the latter for the passage 
and immunity experiments. 


My reason for obtaining the strain in the first instance | 


was for the purpose of ascertaining whether or not it could 
be identified by serological or other tests with any of the 
well-defined t of tubercle bacilli. Several strains of 
tubercle bacilli labelled either human or bovine which I had 
obtained from other laboratories proved on investigation 
(1925)' to have characteristics pe ceen ny Md the avian 
type of tubercle bacillus, and the pathogenic history of BC G 
(see Calmette* to me the possibility that this 
strain also t ing to the avian type. I refer particu- 
larly to the statement that the strain i 


the guinea-pig after o 15 subcultures on bile media while 


retaining it for the rabbit (and the horse) after four years | 


subculture ; non-pathogenicity for the guinea-pig with some 
virulence for the rabbit are features which dist ish the 
avian from the ian types of tubercle bacilli. Also 
the effects produced in the guinea-pig (acute tuberculosis 
after intraperitoneal and non-progressive tuberculosis after 
subcutaneous inoculation) and in the calf (typho-bacillosis 
without follicular lesions) by the early bile subcultures 
resembled more those of the avian baci than of mam- 
malian bacilli. I may say at once that neither of the two 
strains exhibit now any of the characteristics of the standard 
avian tubercle bacillus. 


The 1921 strain was subcultured by me on glycerin 
bile potato for about 18 months (16 transferences), 


and has since been maintained on plain egg or | 


glycerin egg without bile. 
Cultural Characteristics. 


The organism has been recovered in culture 
from many of the several different species of 
animals inoculated with it. 


In primary culture 





SPECIAL ARTICLES 





on egg and glycerin egg the colonies become 
visible to the naked eye in the third week and under 
magnification are seen to be rounded, shiny, and 
somewhat translucent. On egg the colonies when 


numerous remain small and fairly uniform; a 


developed colony has a dome-shaped moist ivory 


_white waxy centre with smooth or granular surface 


and a thin almost transparent broad crenated margin ; 


/on glycerin egg the colonies grow larger than on 


egg and when numerous coalesce to form a thick, 
opaque, white, irregular warty layer. When sparsely 


| seattered the colonies grow large and may vary very 


much in appearance. Three chief forms of large 
colony have been distinguished : 


1. Flat spreading grey or greyish-white colonies with a 
granular surface and a heaped-up warty centre ; sometimes 
there is a coarse warty centre with a narrow margin; the 
width of the flat marginal part apparently depends upon the 
degree of moisture of the medium. 

2. Colonies with a hollow or depressed centre; small 
varieties resemble a bead, medium-sized varieties are umbili- 
cated, radially divided into segments and resemble a rosette ; 
still larger varieties are crateriform, often very irregular and 
heaped-up, becoming with age studded with small pearly 
secondary colonies. 


8. Convoluted heaped-up colonies with a broad sloping 


| greyish-white granular margin; the central part may be 


conical with smooth radial folds deeply indented or elabor- 
ately coiled, and often takes on a reddish colour. This is 
the ‘‘ RR” form of Petroff* and is seen most commonly on 
glycerin egg. Subcultures of these colonial variants showed 
no distinguishing features.and in virulence tests behaved 
like the parent strain. 

On egg subcultures showed white crumbly masses. 
On glycerin egg growth was more luxuriant, slightly 
creamy, nodular, sometimes wrinkled. On bovine 
serum growth was good but not pigmented. On 
glycerin agar cultures were luxuriant, creamy, and 
composed of nodules resembling worm-casts. On 
glycerin potato the strain also grew luxuriantly, 
producing creamy warty or wrinkled layers; blue 
litmus potato was sometimes turned pink. On an 
| asparagin medium and on glycerin broth the bacillus 
| formed a thick whitish pellicle. 

The serological reactions of the strain are those of 
mammalian tubercle bacilli. The bacilli are acid- 
| fast and Gram-fast. Old cultures show vacuolated 
and palely stained longish forms with dark granules, 
but no definite branched forms have been seen. 


Experiments on Guinea-pigs. 
VIRULENCE TESTS. 


| The virulence of BCG has been tested on 88 
guinea-pigs, 26 by intraperitoneal and 62 by sub- 
cutaneous inoculation, the tests covering a period 
of seven years. The majority of the guinea-pigs 
were “virulence controls,” that is to say, animals 
which were inoculated with the strain from time to 
time to prove its non-virulence. 

1 } inoculations.—The doses of BCG 
ranged from 1-0 to 200-0mg. Of the 26 guinea-pigs 
inoculated intraperitoneally two, the dose in each 
instance being 10-0 mg., died acutely in seven and 
nine days respectively, and showed at autopsy in 
each instance thickening and retraction of the 
omentum (which was composed of translucent grey 
| tissue containing purulent foci), thickening and con- 
| traction of the mesentery, milky opacity of the 
| parietal peritoneum, an enlarged soft red spleen, 

yellow necrotic foci in small number in the substance 
bane the liver (both organs showing grey tuberculous 
foci on the surfaces), and necrosis of the sternal glands ; 


lost virulence for | 
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in one guinea-pig the pleural cavities were filled with 
fluid and the lungs were collapsed. 

The death of these guinea-pigs was due, I think, 
to the irritant and toxic action of the bacilli which, 
as shown by cultivation experiments, were disseminated 
over the body. 

One guinea-pig died in ten days as a result of 
intestinal obstruction from peritoneal adhesions ; 
a sternal gland was slightly caseous ; otherwise there 
were no macroscopic lesions. Another guinea-pig 
died in 176 days of ascites due apparently to extensive 
adhesions of stomach and intestines to each other 
and the parietal wall; there were no tuberculous 
lesions in the organs or glands. No other guinea- 
pig inoculated intraperitoneally with BCG died 
as a result of the injection, the duration of the 
experiments ranging up to 421 days. 

Autopsies on guinea-pigs which had lived some 
time after intraperitoneal injection of massive doses 
of B C G showed the omentum converted into a band 
of fibrous tissue adherent to the stomach, and some- 
times to the intestines, and containing one or two 
collections of creamy pus in which acid-fast bacilli 
were abundant. There were often small abscesses in 
other parts of the abdomen—in the splenic omentum, 
between the coils of the intestines and on the liver or 
parietal peritoneum—and fibrous adhesions between 
the viscera and the parietes. In male guinea-pigs 
the scrotal sacs always contained creamy pus which 
was locked in by peritoneal adhesions, and in some 
instances was the cause of atrophy of the testes and 
epididy mes. 

Tuberculous lesions have never been seen in 
the abdominal and thoracic organs and glands of 
guinea-pigs which have survived an intraperitoneal 
inoculation of BCG. 

Subcutaneous inoculation.—A massive dose—10 to 


400 mg.—of BCG in the subcutaneous tissues of 
the abdominal wall gives rise to a swelling of varying 
size. At first firm, the swelling soon begins to soften 
and becomes an abscess. This ulcerates the skin, 
usually about the tenth day, and discharges its caseo- 


purulent contents. The ulcer rapidly heals and 
cicatrises, and no trace is visible two to three months 
later, except perhaps a white sear. The adjacent 
inguinal glands undergo enlargement which in most 
instances is slight and transient, generally subsiding 
completely within four to six weeks; sometimes 
the enlargement is more definite and persistent, 
but eventually it always subsides. The glands never 
become adherent to or ulcerate the skin. 

None of the 62 guinea-pigs inoculated sub- 
cutaneously died as a result of the injection or showed 
visceral lesions, although many received the relatively 
enormous doses of from 50 to 400 mg. Five died 
after parturition or from intracurrent affections. The 
remainder having gained in weight were killed in from 
14 to 617 days. 

Autopsies on guinea-pigs killed within about 
five weeks of subcutaneous inoculation generally 
showed at the seat of inoculation a small healing ulcer, 
or occasionally a subcutaneous collection of caseo- 
pus. The inguinal and sometimes the sternal glands 
were slightly enlarged and perhaps congested and 
showed possibly one or two foci or areas of necrosis. 
After six weeks the adjacent glands were normal in 
size and generally in appearance, but in five out of 
51 guinea-pigs they showed a focus or two of pus. 


SURVIVAL OF B C G IN THE BODY OF THE GUINEA-PIG. 
_ The viability of B C G after injection into the guinea- 
‘pig has been tested by sowing egg and glycerin egg 





tubes with emulsions of different tissues, or with pus 
from inoculation and glandular abscesses. 

The organism has been recovered in culture from 
the pus of abdominal and scrotal abscesses of nine 
guinea-pigs inoculated intraperitoneally. The dura- 
tion of life of these animals ranged from 32 to 82 
days. In two instances—the experiments having 
lasted 79 and 82 days—the abdominal pus, though 
containing numerous well-formed bacilli, yielded 
only one and two colonies of BCG respectively, 
several tubes having been sown, while in four 
instances—the duration of the experiments ranging 
from 70 to 79 days—numerous colonies of BCG 
were obtained from scrotal pus. No colonies of 
BCG were obtained from the abdominal or scrotal 
pus of five guinea-pigs killed 108, 127, 290, 319, and 
421 days after inoculation. 

After subcutaneous inoculation of cultures most 
of the bacilli remain at the seat of inoculation where 
they produce an abscess, but some are carried in the 
lymph stream to the adjacent glands or are 
disseminated over the body by the blood. Three to 
four weeks after inoculation living B C G in moderate 
numbers may be demonstrated by culture in the 
inguinal glands of the guinea-pig, and may also be 
found, though in much smaller number, in the liver 
and the spleen. Thereafter there is a rapid fall in the 
number of viable organisms. The bacillus has been 
recovered in culture from the spleen of a guinea-pig 
five weeks after inoculation, but not after longer 
periods—namely, 6, 8, and 10 weeks. 

Cultures of BCG have been obtained from the 
macroscopically unchanged inguinal glands of seven 
guinea-pigs which had been inoculated subcutaneously 
40, 46, 49, 81, 86, 101, and 103 days previously. 
In each instance the total number of colonies obtained 
on the several tubes sown was very small, ranging 
from two to six. No colonies of B C G were obtained 
from the inguinal glands of 24 guinea-pigs killed 
in from 59 to 92 days (seven instances) and 
111 to 558 days (17 instances). None of these 
31 guinea-pigs showed lesions in the glands or in 
the organs. 

The autopsies on five guinea-pigs inoculated sub- 
cutaneously, as previously mentioned, revealed 
purulent lesions in the inguinal glands. In one of 
these guinea-pigs, killed 81 days after inoculation, 
one purulent focus was found in an inguinal gland ; 
the whole of the pus was used for cultures and yielded 
one colony of BCG only. In two guinea-pigs, 
killed 204 and 388 days after inoculation, the pus was 
sterile. One guinea-pig, which was injected in the 
deep tissues of the groin with BCG together with 
dead human tubercle bacilli and killed 103 days later, 
showed a small local abscess and no disease elsewhere ; 
the pus yielded half a dozen BCG colonies, but 
emulsions of the inguinal and iliac glands proved 
sterile. 

These cultivation experiments show that the life 
of B C Gin the body of the guinea-pig is comparatively 
brief. There is possibly some multiplication of bacilli 
for a period after inoculation, but this evidently 
soon ceases and the bacilli gradually die. In a few 
instances numerous colonies were obtained from 
abdominal pus 10 to 11 weeks after inoculation, 
but generally the number of colonies yielded by 
pus or tissues was small. The longest period elapsiag 
between the inoculation of the guinea-pig and the 
recovery of the bacillus in culture was 103 days. 
Br. Lange ‘ was unable to recover the organism in 
culture from an animal of any species six weeks after 
inoculation. 
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ABSORPTION OF BC G FROM THE ALIMENTARY TRACT 
OF THE GUINEA-PIG, 


Twenty-six guinea-pigs were fed with BCG by 
pipette, the doses varying from 30 to 200 mg. 
Fourteen of the guinea-pigs were young, weighing 
from 70 to 110g.; the remainder ranged in weight 
from 140 to 700g. The guinea-pigs were killed 
after intervals varying from 5 to 84 days, and cultures 
were sown with emulsions of glands from the neck and 
the mesentery, and in some instances with spleen 
pulp also. , 

Sixteen of the guinea-pigs were fed once with 
BCG, the doses ranging from 45 to 150 mg., and 
were killed 5 to 84 days later. In 11 of these experi- 
aments—duration, 5, 7, 8, 8, 14, 15, 28, 28, 31, 56, and 
84 days—all the tubes sown remained sterile. In 
the five remaining experiments, lasting 19, 30, 44, 56, 
and 84 days respectively, the submental (one case) 
or the mesenteric glands (four cases) yielded cultures 
of BCG. In two of the guinea-pigs (19 and 84 
days) the bacilli were numerous in the glands; in 
the remaining three the number of living organisms 
present in the glands was very small; for example, 
in one of the guinea-pigs (44 days) the whole of the 
mesenteric glands was used and produced only seven 
colonies. 

Nine guinea-pigs were fed twice or three times with 
BCG on consecutive days, the total BCG given 
varying from 30 to 105 mg., and were killed 5 to 3] 
diays after the first dose. Cultures from seven 
guinea-pigs, many of them young, killed 5 to 11 
days after the first dose remained sterile. From 
two guinea-pigs BCG was recovered in culture ; 
dn one instance (six days) only one colony was 
obtained, while in the other (31 days) 32 colonies 
were obtained from the submental, and 40 from the 


mesenteric glands. 

The remaining guinea-pig was fed five times during 
a period of 32 days and was killed 49 days after the 
first, and 17 days after the last dose. Colonies in 
moderate number were obtained from the submental 
glands and none from the mesenteric glands and 


spleen. In the four instances where spleen was used 
cultures were negative. 

Acid-fast bacilli were very numerous in smear 
preparations of the feces passed by guinea-pigs during 
the first two days following administration of B CG. 
They were not found on the fourth day in three guinea- 
pigs but were still present on the sixth, eighth, 
and eleventh days respectively in three further 
guinea-pigs. 

These observations showed that BCG was 
abundantly present in the feces of guinea-pigs 
during the first two or three days after oral administra- 
tion, and in one instance was not completely eliminated 
from the intestinal canal on the eleventh day. Yet 
very few bacilli appear to have passed through the 
alimentary mucous membrane as is indicated by the 
failure in 17 out of 26 cases to cultivate the organism 
from the glands of the alimentary tract. 

Many of the negative results were obtained with 
guinea-pigs which, though not new-born, were very 
young, seven weighing 70 to 80g. (five negative) and 
eight weighing from 105 to 180g. (seven negative). 
‘These results therefore do not support Calmette in 
his opinion that the alimentary mucous membrane 
of young animals has, in general, a greater pene- 
trability for bacteria than that of older animals. 

Since my experiments were completed Wethmar 
and Brunzema * (1931) have reported that in their 
feeding experiments on guinea-pigs with B C G only 
a very small proportion of the ingested bacilli 





succeeded in passing from the alimentary canal to 
the neighbouring glands, and that in this respect 
there was no difference between new-born and older 
guinea-pigs. 

Experiments on Rabbits. 

Inoculation experiments.—Inoculated subcutaneously 
in a dose of 50-0 mg. BC G gives rise in the rabbit 
to a local abscess only ; the adjoining glands and the 
internal organs remain free from lesions. The bacilli 
do not long survive in the local lesion or in the 
adjacent (scapular) glands to which they are carried 
by the lymph, as the following cultural experiments 
show. A rabbit died 37 days after subcutaneous 
inoculation of 50-0 mg. of BCG and cultures were 
obtained from the local lesion and scapular glands. 
A second rabbit was killed 61 days after inoculation ; 
pus from the local lesion sown on several tubes 
yielded only one colony, while the scapular glands 
yielded none. A third rabbit was killed 111 days 
after inoculation ; cultures from the scapular gland 
remained sterile. 

After intravenous inoculation BCG sometimes 
produces very severe effects which may result in 
death. Twenty-four rabbits were inoculated intra- 
venously with the culture, the doses ranging from 
0-25 mg. to 50-0 mg., and of these 12 died in from 7 to 
19 days of consolidation of the lungs. In the more 
acute cases—death within eight days—the lungs were 
almost completely consolidated and uniformly grey 
or reddish grey, the condition resembling that which 
follows intravenous inoculation of dead tubercle 
bacilli. In rabbits which died in from 12 to 19 days 
after inoculation the consolidated lung was beset 
with yellow necrotic foci and there were definite 
miliary tubercles, many with opaque centres. Other 
morbid appearances in acutely infected rabbits were 
enlargement and congestion of the tracheal glands 
and enlarged soft red spleen ; grey follicular tubercles 
were seen occasionally in the liver. Tubercle bacilli 
were not numerous in smear preparations from the 
lung, except after very large doses, and were usually 
scanty in the other organs. Of the 12 acutely affected 
rabbits six were young, weighing from 250 to 700 g., 
and the doses of B C G ranged from 0-25 to 5-0 mg. ; 
six weighed from 1350 to 2070 g. and the doses ranged 
from 10 to 50 mg. 

Ten rabbits were killed 150 to 920 days after inocula- 
tion ; they were in good health and had gained greatly 
in weight. Four of these rabbits were from one 
litter a month old, and each weighed about 200g. 
They received doses of from 0-25 to 1-0 mg. and were 
ill for some weeks. Two were killed 150 days after 
inoculation and showed no sign of disease. The other 
two were killed after 920 days; one was normal 
except for two calcareous foci of doubtful origin 
in the mesenteric glands; the other showed in the 
lungs evidence of previous severe inflammation in 
the form of ramifying superficial fibrous thickenings 
on the surface and thickening of the interstitial 
fibrous tissue. Three other rabbits from this litter, 
inoculated with 0-25, 0-75, and 10mg. BCG 
respectively at the same time as these four, died within 
three weeks of pneumonia and miliary tuberculosis 
of the lungs. 

Two adult rabbits received 2-0 and 1-0 mg. of 
BCG and were killed 590 days later; there was no 
sign of tuberculosis in either of these rabbits. In 
the remaining four rabbits, killed 159 to 215 days 
after inoculation, scattered minute grey tubercles, 
some opaque and containing acid-fast bacilli, were 
found in the lungs. 

These experiments have shown that the intravenous 
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inoculation of B C G produces in the rabbit a definite 
tuberculosis. The lesions, however, altho more 
distinct and lasting than in the guinea-pig have, 
like those in the latter species, no progressive tendency. 
There is a critical period in the life of a rabbit 
inoculated intravenously with BCG in which the 
animal may die; this in my series has varied from 
7 to 19 days. Autopsies in these cases have shown 
that the cause of death is pneumonia, due, I think, to 
the irritant and toxic action of the bacilli. If the 
pneumonia is not so extensive as to cause death 
mechanically the animal recovers; the cellular 
exudate in the pulmonary alveoli is rapidly absorbed 
and after five or six months no trace of the infection 
is left or only slight traces in the form of isolated 
miliary, encapsuled or calcified tubercles or, as in one 
rabbit, scar tissue. Whether a rabbit dies or recovers 
from an intravenous inoculation of BCG appears 
to depend more upon the susceptibility of the rabbit 
than on the dose. Rapidly fatal tuberculous pneu- 
monia has been produced in young rabbits by such 
small doses as 0-25 and 1-0 mg. and in older animals 
by doses of 4, 10, 20, and 50 mg. while other animals 
of equal age inoculated at the same time with these 
doses have survived. 

Joint lesions, which occur so frequently in rabbits 
chronically infected with bovine, human or avian 
tubercle bacilli, have not been found in any of the 
rabbits inoculated with BCG. 

Feeding iments.—Seven young rabbits were 
fed with BCG. One rabbit, 17 days old, received 
by pipette 100 mg. of B C G as a single dose and was 
killed 14 days later. The glands of the neck and 
mesentery were emulsified and used to sow cultures. 
Two colonies of B C G were obtained from the sub- 
mental glands; none from the submaxillary and 


mesenteric glands. (At the same time a member of 


the same litter was fed with 60-0 mg. of avian bacilli 
and was killed 14 days later. Cultures from its 
submental, submaxillary, and mesenteric glands 
yielded numerous colonies of avian bacilli). 

Four rabbits, members of one litter, 9 days 
old, were fed repeatedly with BCG. One received 
195 mg. in six doses during 25 days and was killed 
36 days after the first dose. Cultures from the sub- 
mental glands yielded six colonies of B C G, from the 
mesenteric none. The remaining three, which received 
from 225 to 245 mg. in seven doses, were killed 774, 
799, and 800 days after the first dose. In one there 
was no sign of tuberculosis, while two showed one 
minute opaque focus and a few minute calcareous 
foci respectively in the mesenteric glands. 

One rabbit, 36 days old, received 462 mg. of BC G 
in nine doses during 29 days and was killed 37 days 
after the experiment began. Twenty colonies of 
B C G grew on one egg tube (all others contaminated) 
sown with an emulsion of neck glands, and none on 
tubes sown with mesenteric glands. 

The remaining rabbit, 15 days old, received 355 mg. 
in three doses at intervals of a few days and was killed 
56 days after the experiment began. All the tubes 
sown from the glands of the neck, mesenteric glands 
and spleen remained sterile. 

In these experiments on rabbits an extremely small 
proportion of the ingested B C G was absorbed from 
the alimentary canal. As stated above BCG was 
cultivated only from the submental of the 
rabbits. This cireumstance is attributable to the 
method of feeding by pipetting the emulsion between 
the lips without opening the jaws, resulting in a 
temporary lodgment of many of the bacilli in the 
cheek pouches and the teeth sockets. In one rabbit 





bacilli were numerous in a fecal 48 
hours after feeding. The failure to ood the bec in 
the mesenteric glands indicated, therefore, that the 
absorption, if any, from the intestinal canal was very 
scanty. 

The experiments of long duration show that B C G 
when they reach the mesenteric glands of rabbits 
may produce trivial local lesions which, however, 
have no progressive tendency and eventually heal. 


” Experiments on Goats. 


On July 27th, 1926, a kid was inoculated intra- 
venously with 50-0mg. BCG. It died 15 days later 
of intestinal coccidiosis. The lungs were crepitant 
and perhaps a little congested, but were not other- 
wise abnormal; other organs (except the intestines) 
and the lymphatic glands were normal. 

On Dec. 21st, 1926, four young goats, about 
6 months old, were inoculated intravenously each 
with 50-0 mg. BCG. 


Goat 113 died seven days after inoculation of 
hepatisation of the lungs. 
Goat 114 was killed 127 days after inoculation. 


The autopsy showed no sign of. tuberculosis. No 
T.B. were found in smear preparations. 


Goat 115 was killed moribund 143 days after 
inoculation. 


Autopsy.—The lu showed scattered yellow gritty 
tubercles, 0’5 mm. in diameter and some minute grey points. 
Two thoracic glands each contained a minute yellow focus 
(T.B.). The portal glands showed two gritty foci. Kidneys, 
a few doubtful grey points. The intercostal lymphatic 
vessels along the posterior margins of some of the ribs 
ae gre h- Ww a 0°5 to y mm. yh eget 3 

n places y chaplets about 2 em. in length; in 
other places they were sparsely distributed, some lym ics 
showing only one or two. Microscopically these tu les 
showed a thick fibrous wall and a necrotic central part in 
which tubercle bacilli were extremely numerous, occurri 

chiefly in dense masses. Cultures from these tubercles 
ne aoseteat scat of BC 8 a few colonies of 

C G were obtained from the mediastinal and mesenteric 
glands. A guinea-pig inoculated subcutaneously with 50 mg. 
of the intercostal strain died in 48 days, but showed no sign 
of tuberculosis. 


Goat 116 died 76 days after inoculation. 


A .—Lungs showed about a third of each caudal 
lobe and hepatised and elsewhere isolated red and airless 
lobules ; the parench seemed firm and the interlobular 
se were distinct. e thoracic glands were not obviously 
enlarged but they were firmer than normal; there were no 
tubercles. Spleen and liver normal. Portal glands seemed 
slightly enlarged and firmer than normal and showed under 
the capsule a mosaic of greyish-yellow foci or follicles about 
1 mm. in diameter. idneys showed a few grey foci of 
doubtful nature. No T.B. were found in lung and 
mediastinal gland ; they were numerous sal g d. 

Cultures: A few colonies were obtai from the lung 
and bronchial nd and moderately numerous colonies from 
the spleen and portal glands. Two guinea-pigs inoculated 
subcutaneously with emulsion of a glands were found 
to be perfectly healthy when ki 218 days later, and 
cultures from the inguinal glands of one remained sterile. 

A guinea-pig inoculated subcutaneously with 25°0 mg. of 
culture of the portal gland strain was killed 189 days later 
and found to be free from disease ; cultures from the inguinal 
glands remained sterile. The culture from the portal gland 
was also tested on two goats by intravenous inoculation of 
10°0 mg. The goats died 96 and 101 days later but nothing of 
a tuberculous nature was found in eit and microscopical 
examinations and cultures from various organs and glands 
were negative. 


Goat 119, a kid 2} months old, received 5.0 mg. 
BCG intravenously. 

The animal was killed 324 days later and showed no 
signs of tuberculosis ; cultures from an interbronchial gland 
remained sterile. 

Goat 121, a nanny, was inoculated intravenously 
with 100-0 mg. B C G and died 27 days later. 


Autopsy showed the lungs expanded and a little congested 
and cedematous; there “Were no tu . The long 
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was a little enlarged. Nothing abnormal 
pa numerous B C G colonies from the 


Goat 122, a nanny, was inoculated intravenously 
with 100-0 mg. B C G and died 63 days later. 

Autopey.—The lu were congested and slight! 5 
ae’ iam erey tuber \iscudkees ‘ike uh entre. 

ere 8 
There were =o leiden eleowhere. A ‘nédeosth umber ot 
B C G colonies were obtained from lung tubercles and a 
few from a mediastinal gland. 

Goat 120, a nanny, was inoculated intravenously 
with 10-0mg. of BCG. The goat yielded about 
1 pint of milk daily during the first three weeks after 
which the yield rapidly diminished and her health 
and appetite became poor. She died 82 days after 
inoculation. 

Autopsy.—Lungs patchily hepatised showed grey areas of 
verminous yee and a few grey points but no definite 
tubercles. The mamma contained small quantities of milk, 
thick on left side, normal on right. No T.B. were found in 
smear preparations and cultures from the milk and various 
organs and glands did not yield BC G colonies. A guinea- 

ig inoculated with milk remained healthy and cultures 
rom its inguinal glands were negative. 
SUMMARY 

Eleven goats were inoculated intravenously with 
BCG, the doses ranging from 5 to 100mg. Nine 
of the goats died—two in 7 and 15 days and seven in 
from 27 to 101 days—and two were killed 127 and 
324 days after inoculation. The two latter and six 
of the nine fatal cases showed no macroscopic 
tuberculous lesions, and BCG was not recovered 
from the tissues. 

In the remaining three goats there were definite 
tuberculous lesions. In one goat, an adult, the 
lesions (pulmonary) were minute and retrogressive. 
In the other two, both young animals, the B CG 
organisms had established themselves and multiplied 
abundantly— in the intercostal lymphatics of Goat 115, 
producing small tubercles with necrotic centres, and 
in the portal gland of Goat 116, causing necrosis 
without formation of giant cells. The organisms were 
still, apparently, actively multiplying at the moment 
of the death of the goats, and one cannot say what 
would have been the fate of the bacilli if the animals 
had lived. Presumably, since animals (goats and 
guinea-pigs) inoculated with the BCG cultures 
recovered from these goats showed no lesions at all 
when killed, the organisms would have remained 
localised and eventually have died out. 

It is interesting that 9 out of 11 goats died after 
inoculation and on necropsy, except in the two adult 
cases, showed no apparent cause of death. This may, 
therefore, have been toxemia from the liberated 
endotoxins of disintegrated BC G. 


Experiments on Fowls. 

Seven fowls were inoculated with BCG, three 
intravenously (doses 10, 50, and 50 mg.), and three 
intramuscularly (doses 40, 100, and 100 mg.). 

The intravenously inoculated fowls were killed 
113, 134, and 135 days later respectively, and were 
found to be free from tuberculous lesions. The 
intramuscularly inoculated fowls were killed after 
112, 162, and 603 days. They showed in the pectoral 
muscles yellow necrotic substance surrounded by 
fibrous tissue and containing masses of acid-fast 
bacilli. In one of the fowls (603 days) the capsule 
of the liver showed some half-dozen greyish-white 
flattened tubercles, and a narrow band of fibro-caseous 
substance around the thin margin, evidently due to 
bacilli which had leaked from the pectoral muscles 
into the abdominal cavity; acid-fast bacilli were 
present but were not numerous. 


mediastinal 
elsewhere. 
mediastinal 





Cultures from the local lesions and organs of the 
intramuscularly inoculated, and the organs of the 
intravenously inoculated fowls remained sterile. 

These experiments show that B C G is not virulent 
for the fowl and soon dies out locally and in the organs. 


Experiments on Calves and Monkeys. 
The results of inoculation, feeding, and immunity 
experiments on calves and monkeys have already been 
published.* 7 


The Virulence of BCG after Residence in 

the Animal Body. 

The use of a living attenuated strain of tubercle 
bacilli as an immunising agent against tuberculosis 
in man and the bovine animal has been deprecated 
on the ground that the bacilli might regain their 
original virulence during residence in the tissues of 
the new host. 

Attenuated bovine viruses may, as I have shown ® ® 
be restored to full virulence by passing the bacilli 
through the bodies of calves, goats, or rabbits, and 
the question naturally arose whether B C G, believed 
to have been originally a virulent bovine strain, 
might not similarly become enhanced in virulence 
after a long period of residence and latency in the 
animal body. 

Passage experiments with BCG are peculiarly 
difficult to perform because the bacilli gradually die 
out in the animal body and cannot with certainty 
be recovered in culture if the passage animal is allowed 
to live longer than three or four months. 

As previously stated, B C G has been recovered in 
culture from a large number of animals of the various 
species inoculated with it—namely, the calf, rabbit, 
goat, guinea-pig and monkey. Of the total number 
of these strains 17 were tested as to their virulence 
for the guinea-pig, but none produced more than the 
slight local effects which have followed the injection 
of the original culture. Single residences, therefore, 
in the calf (27, 47, and 72 days), rabbit (37 and 61 
days), guinea-pig (up to 103 days), goat (48 and 
189 days), and monkey (180, 190, and 206 days) 
caused no increase in the virulence of B C G. 

The majority of the guinea-pigs used to test the 
virulence of BCG recovered from the animals 
mentioned were allowed to live many months, and 
for this reason cultures from their tissues were 
negative. From six guinea-pigs, however, which were 
killed within 12 weeks B C G was again recovered in 
culture, and each of these strains was tested on the 
guinea-pig. Four of the six guinea-pigs, when 
killed, showed no lesions and did not yield cultures. 
From the remaining two, cultures were obtained 
which were passed through other guinea-pigs in series. 
In one of these experiments after five passages 
(285 days) the bacilli died out. The other is still 
in progress. In a few instances B C G was inoculated 
into a guinea-pig or a rabbit along with killed bovine, 
human or avian tubercle bacilli. These experiments 
are not completed, but have not so far produced any 
increase in the virulence of the organism. 

The results of the passage experiments are in 
agreement with those of Calmette,’° Kraus," ™ 
Gerlach,!* Br. Lange ** and others, and show that 
BCG has a high degree of stability in the animal 
body. While the experiments have not been of 
sufficiently long duration for one to conclude that 
the characters of BCG are absolutely fixed, they 
nevertheless show conclusively that the strain used 
by me does not contain a virulent element, and is 
therefore different from those employed by Petroff 
and Watson. 
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Summary. 


B CG grows luxuriantly on ordinary solid media, 
producing dry coherent crumbly masses, difficult to 
emulsify. The cultures closely resemble those of the 
human tubercle bacillus. 

The strain ean produce tuberculous lesions in 
guinea-pigs, monkeys, rabbits and goats. These 
lesions, however, have not a progressive tendency 
and after a time they heal, or become obsolescent, 
the bacilli contained within them dying out. 

In large doses intravenously (or intratracheally) 
the strain has caused in rabbits and monkeys death 
from tuberculous pneumonia, but this was due to 
the irritant action of the bacilli and was similar to 
that which follows the intravenous inoculation of 
large doses of dead bacilli. 

The strain has retained its cultural characteristics 
and has not become increased in virulence after 
continuous cultivation on ordinary egg and glycerin 
egg media for a period of upwards of eight years, 
or during long residence in the body of an animal, 
or after passage through a series of animals. 

The results of my investigations support the 
contention of Calmette that BC G may be used as a 
vaccine without risk of causing progressive lesions. 
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MEDICINE AND THE LAW. 





Unqualified Practitioners and the Title 
of ‘* Doctor.’’ 


AFTER several days’ trial at the Old Bailey last week, 
Rupert Charles Handley Ensor, 51, was found not 
guilty on charges which alleged that he falsely 
represented himself to be a duly registered medical 
practitioner and thereby obtained sums of money 
from patients. As prosecuting counsel explained, 
it is not an offence for an unqualified man to practise, 
but it is an offence for him to obtain fees from patients 
by making them believe that he is qualified when in 
fact he is not. One witness from whom it was alleged 
that £133 had been obtained stated that he saw 
Ensor standing on the steps of St. Mary’s Hospital 
and that Ensor told him he was a surgeon on the staff. 
Counsel ‘for the accused gave the following account 
of his history. Ensor was the son of a clergyman 
and was trained for the church. He graduated at 


Cambridge, became a clerk in Holy Orders and 
served as a chaplain during the war, also obtaining 
a commission in the Royal Air Force. Ensor, said 
his counsel, was not a quack but had had medieal 
training. The accused gave details on this point 
in his evidence. 


for the M.B. degree in 1926, at Queen’s University, 
Belfast, had experience in various hospitals, and 
obtained his “‘ public vaccinator”’ certificate in 1927. 
In 1931 he took a course in surgery at St. Mary’s 
Hospital Medical School and University College 
Hospital Medical School. He had been practising 
for three years. Almost all his patients suffered 
from varicose conditions of the iegs and ulcers arising 
from those conditions. He treated about 80 patients. 
a week with a solution which he had discovered. 
There was some dispute in the case as to whether 
the accused called himself “‘ doctor” or not. He 
denied the suggestion but admitted that his patients 
might have given him that title. The Recorder 
explained to the jury that the registered medical 
practitioners had no monopoly either of the healing 
art or of the title ‘‘ doctor.” There were doctors of 
science, medicine, divinity, literature, music, and other 
branches of learning. The true issue was whether 
Ensor had falsely represented himself to be a duly 
qualified medical man and, in calling himself 
“Dr. Ensor,” had sailed under false colours. As 
already stated, the accused was acquitted of all the 
charges. 
Overdose of Allonal. 


At an inquest at Birmingham on the death of 
Mrs. Mary West, of Erdington, a verdict was returned 
of death from misadventure through an overdose of 
allonal self-administered. The coroner (Dr. W. H. 
Davison) stated that a chemist had supplied the 
deceased in a year and thirteen days with 3716 tablets 
of allonal, approximately tenaday. Medical evidence 
was given to the effect that the minimum fatal dose 
would be 50 tablets and that death was caused 
by broncho-pneumonia supervening on narcotic 
poisoning. The coroner observed that there was 
ample justification for the view that the chemist 
should have consulted the prescribing doctor. Had he 
done so, he would have found out that the doctor 
named was not in fact on the Medical Register. The 
jury added a rider censuring the chemist and . 
advocating the stricter regulation of the sale of so 
injurious a drug. 


Rearrangement of Coroners’ Courts. 


The inconvenience which the London County 
Council’s rearrangement of coroners’ courts in the 
south-eastern district is likely to inflict on the medical 
profession was referred to at this week’s meeting 
of the Council, when Mr. H. Berry drew attention to 
the fact that the Greenwich court, allocated for cases 
arising in the borough of Woolwich, was five miles 
distant from New Eltham and Abbey Wood. He 
asked the chairman of the public control committee 
whether the local branch of the British Medical 
Association and the Woolwich council had entered 
strong protests against the proposed arrangement, 
and whether the matter could be further considered. 
Mr. C. J. Allpass (chairman of the public control 
committee) said no direct representation had been 
received from the medical profession, but the Woolwich 
borough council had written expressing disagreement 
and stating that the local branch of the British 
Medical Association had made a protest. It was not 
proposed, he said, to alter the present arrangements, 
which had been in operation for some time and which 
the coroner assured the council had caused no incon- 
venience. The question of inquest accommodation in 
London, was, however, still under consideration, and 
Mr. Berry would be afforded an opportunity of 
attending the committee when the matter was 





He had passed his third examination 


discussed. 
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It will be recalled that the Coroners (Amendment) 
Act of 1926 abolished franchise coronerships from the 
date of the next vacancy and made fresh provision 
for the rearrangement of districts. Two county 
coroners in London happened to hold franchise 
districts—namely, the districts of the Duchy of 
Lancaster (Clapham and the Savoy) and Westminster. 
They resigned their franchise coronerships in order 
to create a vacancy, and the retirements of Mr. Oswald 
and Sir Walter Schréder were made the occasion of a 
general review of coroners’ districts by the London 
County Council. Following the procedure prescribed 
by Section 12 of the 1926 Act, the London County 
Council submitted a draft order for a redistribution 
of the coroners’ districts of the county. Their 
scheme, which was confirmed in November, 1930, 
without substantial variation, reduced the number 
of districts from seven to six and promised an economy 
of about £200 a year. The district which disappeared 
was the north-eastern division. Where formerly 
there were separate eastern, north-eastern, and south- 
eastern districts, there are now an eastern and a 
south-eastern district; the latter includes the 
metropolitan boroughs of Bermondsey, Deptford, 
Greenwich, Lewisham, and Woolwich. The scheme 
left outstanding, pending the occurrence of vacancies, 
the franchise coronerships of the Liberty of the 
Tower (part of Stepney in the eastern district) and 
of Southwark (partly within the metropolitan boroughs 
of Lambeth and of Southwark in the southern district 
and partly in Bermondsey in the south-eastern 
district). The intention was that these excluded 
island areas should be merged in their surroundings 
when the next vacancy brought the franchise to an 
end. 





THE SPAHLINGER METHOD FOR THE 
PREPARATION OF SPECIFIC 
ANTIGENS. 





THE following statement has been supplied by 
Mr. Henry Spahlinger in order that the method 
described may be explored in other fields of research. 


Principles on which the Method is Based. 


The object is to prepare in vitro antigens identical 
to those generated by a given pathogenic micro- 
organism in the living body of human beings or of a 
given animal species in which this micro-organism 
gives rise to disease. These specific antigens will 
stimulate the production of antibodies and anti- 
micro-organism defences identical with those which 
are elaborated in the living body when it is success- 
fully overcoming disease. 

In order to prepare such antigens, the appropriate 
pathogenic micro-organisms are isolated from an 
infected subject, without being passed through 
another animal species, because this might alter their 
specificity by adaptation to a different zoological 
species. These micro-organisms are thereafter culti- 
vated under conditions as similar as possible to those 
present in vivo. This is done on specific culture 
media, which will supply specific biochemical material, 
identical with that provided in vivo, thus enabling 
these micro-organisms to retain and reproduce in 
vitro specific protoplasm, metabolism, secretions, 
aggressive and defensive means, and a _ specific 
progeny. 

The standard of specificity is set up by the anti- 
genic structure elaborated by a given micro-organism 
when developing under normal spontaneous condi- 
tions in a human or animal body wherein this micro- 
organism causes the disease which the antigen is 











directly (active immunity) or indirectly (passive 
immunity) intended to prevent or cure. 

In addition, no chemical or physical reaction or 
manipulation may be employed, either during or 
after the preparation of the antigens, which might 
alter or denature, even to a slight extent, the anti- 
genic specificity. 


Method of Preparation of Antigens for the Preventive 
Immunisation of Cattle against Tuberculosis. 


A piece of tuberculous material is excised in a 
sterile manner from a lesion of one of the dead bovine 
cattle at a slaughter-house. Tuberculous micro- 
organisms taken from this material are then inocu- 
lated, under sterile conditions, on specific media 
which will supply the micro-organisms with specific 
bovine biochemical material. 

The specific culture medium is prepared as follows : 

A bovine body fluid (defibrinated blood, serum, organ 
or tissue extract, &c.) is distributed in test-tubes, made of 
Jena glass. These test-tubes are thereafter placed, in a 
sloping position, in an incubator, and the liquid is coagu- 
lated at about 65°C. When the tubes and their contents 
have become cold, there is spread on the coagulated surface 
of this solid medium a small quantity of normal (non- 
heated) bovine body fluid (defibrinated blood, serum, organ 
or tissue extract, &c.); the tubes are then placed in the 
same inclined position as they were in the incubator, so 
that the normal bovine fluid well covers the whole surface 
of the coagulated medium. The tubes are left 48 hours 
in this position, so that the normal bovine fluid can well 
impregnate the superficial layers of the coagulated medium. 


These specific media, inoculated with native bovine 
tubercle micro-organisms—i.e., unaltered by passages 
on artificial media or by passages through an animal 
species zoologically heterogeneous to bovine cattle— 
are placed in an incubator where they are kept in 
the dark at a temperature of 38*5° to 39° C. 

As soon as the culture has sufficiently grown, it is 
reinoculated on specific normal (unheated) bovine 
media, preferably liquid, consisting of normal defi- 
brinated blood, serum, organ or tissue extract, &c., 
of bovine cattle, contained in Jena glass flasks. 
These cultures are then placed in a dark incubator 
and kept at a temperature of 38°5° to 39°C. When 
the cultures have sufficiently developed, the tubercle 
micro-organisms are collected and made into an 
emulsion in a sterile manner, in the absence of 
oxygen, with distilled water or normal saline solution. 

The emulsion is thereafter distributed into ampoules, 
put away, and kept in a cool, completely dark place 
until all the tubercle micro-organisms in the emulsion 
have died a natural death by the efflux of time. 
According to the nature of the emulsion (its concen- 
tration, state of division of the tubercle micro- 
organisms, &c.), it is necessary to keep the vaccine a 
considerable time—a year or even longer—before it 
can be used. It is then a harmless—though effective— 
material for preventive immunization. 

The antigens thus prepared in vitro are identical 
with those elaborated by the tuberculous micro- 
organisms in vivo in diseased bovine cattle, save 
that the former antigens, when ready for use, will 
not be part of a living micro-organism. 

Each batch of vaccine must be tested so as to be 
quite certain that the micro-organisms are indeed 
dead. Traces of antiseptics, formaldehyde for 
instance, may be added to the emulsion before sealing 
it in the ampoules, but every precaution must be 
taken to safeguard the strictest specificity of the 
antigenic elements. The vaccines thus prepared 
retain for years their specific antigenic and vac- 
cinating properties. 

It is essential that, from the moment of the isola- 
tion of the tubercle micro-organisms and during all 
the subsequent processes, no reaction or manipulation 
should take place which might alter, even in a slight 
degree. chemically, physically, or physiologically, the 
bacterial metabolism and the antigenic structure of 
the unmodified bovine tubercle micro-organisms. 

The vaccine embodies different bovine strains of 
tuberculosis. 
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With vaccines prepared by the method described 
above, bovine animals have been most successfully 

vaccinated in an extensive series of tests. road 
immunised with the bovine vaccine were subsequently 
injected with large doses of living bovine tubercle 
bacilli, which they entirely resisted; while unvac- 
cinated calves, used as controls, rapidly succumbed, 
their autopsies revealing miliary tuberculosis. 


Method of Preparation of Antigens for the Preventive 
Vaccination of Human Beings against 
Tuberculosis. 


The vaccine for human beings for antituberculous 


purposes comprises three different t of vaccine. 
(1) A bovine vaccine (made from ine tubercle 
micro-organisms grown on specific bovine media) 


prepared as previously described. (2) A vaccine 
made from bovine tubercle micro-organisms grown on 
specific human media. 

Bovine tubercle micro-organisms are isolated from tuber- 
culous lesions of dead cattle and grown on a solid medium 
in the manner previously described. They are, thereafter, 
inoculated on specific human media, preferably liquid, for 
instance, normal (unheated) defibrinated blood, serum, 
ascitic or pleural fluids, &c., and grown in a dark incubator 
at a temperature of 37-5°. When the cultures have suffi- 
ciently grown, the tubercle micro-organisms are co 
— made into an emulsion, in a sterile manner, as said 
above. 

(3) A vaccine made from human tubercle micro- 
organisms grown on specific human media. 

Tubercle micro-organisms of the human type are isolated 
directly from tuberculous lesions of human beings, inocu- 
lated on human media made with defibrinated blood, 
serum, ascitic or pleural fluids, &c., prepared in the same 
way as the specific bovine solid media previously described, 
and thereafter grown in a dark incubator at 37-5°. If agar 
is added to ascitic fluid, high temperatures must be avoided. 
Thereafter a normal (unheated) human body fluid is spread 
on the surface of the solid medium, so that it can well 
impregnate the superficial layers thereof. 

The human tuberculous micro-organisms should be 
isolated from a human lesion, without animal (such 
as guinea-pig) passage, so as to avoid adaptation to 
an animal species which is “ foreign ” in the zoolo- 
gical sense to the human species, and cultivated 
directly on a specific human culture medium. 

When the culture has sufficiently developed on 
this medium, the micro-organisms are reinoculated 
on normal (unheated) specific human media, pre- 
ferably liquid, &c. As soon as these cultures have 
attained their full development, the tubercle micro- 
organisms are collected and emulsified, in a sterile 
manner, as described above. This emulsion must of 
course embody the different strains of the human 


of tuberculosis. 
“7 Wrietilled water, peptone, glucose, glycerin, and 
other substances, which do not affect the specific 
perties of the tuberculous antigens, can be added 
in small quantities to the culture media. 

The human and bovine culture media employed 

must from tuberculous-free bodies. 
It is advisable that the human body fluids be 
filtered before being made up into the culture media, 
and the tubercle micro-organisms, grown on these 
media, should be washed several times in a normal 
saline solution before oa emulsified. This is in 
order to remove all traces of the culture medium. In 
addition, formaldehyde may be added to the vaccine 
for human beings. 

The final human vaccine is a mixture of the three 
types of vaccines above described. The relative 
proportions of these three vary accordi to the 
nature of the particular type of the tu 


Of course, human beings cannot be used as controls, 
or subjected to deliberate massive experi 
infection (such as can be applied to cattle) to demon- 
strate the value of the human vaccine. Therefore 
conclusive evidence of the and duration of 

the human immunity can only based on statistics 
covering a very large alee of cases and collected 
over a period of years d which those vaccinated 
have been subjected to ca 1 observation. 





Potentialities of the Method. 


According to the type of immunisation and the 
species of micro-organisms from which the antigens 
are derived, the material used should be : 

(a) The bacterial bodies (whole endotoxins). 

(6) An extract of the bacterial bodies (partial 
endotoxins). 

(c) The Age liquid on Saag eo the micro- 

ve grown; t iquid containing the 
orfenie antigenic substances (exotoxins)—products 
of the bacterial metabolism and of the sive 
and defensive means elaborated by the Fence 
micro-organisms. 

(d) A mixture of (a) and (ce), or (b) and (ce). 

There is experimental evidence indicating that this 
method can be successfully used against various 
diseases, in human beings and animals, not only 
for preventive and therapeutic vaccination, but also 
for the preparation of antitoxic and antibacterial 
sera, for test purposes, antigen-antibody reactions, &c. 





IRELAND. 


(FROM OUR OWN CORRESPONDENT.) 





THE REPORT OF THE REGISTRAR-GENERAL OF THE 
IRISH FREE STATE. 

THE report for 1930 of the Registrar-General 
of the Irish Free State has recently been issued. 
The estimated population was almost identical with 
that in the previous year, but less by 26,000 than in 
1926, when the last census was taken. The emigra- 
tion was less by 5238 than in 1929, a decrease 
probably due rather to diminished prospect of 
employment in America than to increased oppor- 
tunities at home. The marriage-rate for the year 
was 4-63 per 1000, as compared with 4-61 in 1929, 
and 4-86 in the decade 1920-29. In Northern Ireland 
the rate was 6-07, in England and Wales 7-9, and in 
Scotland 6-80. The birth-rate in 1930 was 19-81 
per 1000, in 1929 it was 19-78, and in the decade 
1920-29 it was 20-39. The slight increase in the 
birth-rate in 1930 makes very little impression in the 
general trend of decline shown in recent years. From 
1911-15 to 1925-29 there has been a fall of 9-7 per 
cent. The percentage of illegitimate births to total 
births was 3-19 in 1930, 2-80 in 1925-27, and 2-17 
in 1910-12. The percentage in Northern Ireland 
in 1930 was 5-1, in England and Wales 4-6, and in 
Seotland 7-4. The death-rate in 1930 was 14:16 
per 1000 of the population, a rate than which only 
two years show a lower record—namely, 14-01 in 
1923 and 14-06 in 1926. The rate for tuberculosis 
continues to decline, although it is still high as 
compared with other countries. It was 1-30 per 
1000 in 1930, as compared with 1-32 in 1929, and an 
average of 1-49 in the years 1920-29. The deaths 
from cancer continued to increase, the number in 
1930 being 3329, an increase of 213 over the previous 
year. On the other hand, the deaths from diseases 
and accidents of childbirth show a slight diminution— 
4-77 per 1000 births as compared with 4-82 in the 
previous decade. The infant mortality was 68 
per 1000 births, which was two below the rate for 
1929, and three below that for the decade 1920-29. 
The infant mortality among illegitimate children 
is, however, appallingly high—251 per 1000, more 
than four times that among legitimate. 


” 


A “* SCANDALOUS ” SALARY. 
It is unusual to find a local health authority 
criticising, on the grounds of ite iniquity, the amount 


(Continued at foot of opposite page.) 
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| and paying the fees of the midwives for acting as 


| 


maternity nurses, in cases where a doctor has n 
engaged, at a cost of about £1500 per annum. Of the 


THE following are 1930 statistics of six counties | 5940 births in 1930, 3472 were attended by midwives 


and of the Island of Guernsey. 


Death-rates 




















Death-rates per 
1000 of the per 1000 
population. births. 
| i 
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(357,140) 
Gloucester- | j 
«+ |14-6 11-80-70 | 1-60 1-1 | 2-7 | 50/- 12 | 3-8 
(338,467) | 
orfolk «+ |15°3 11-60-73 | 1-67) 1-2 |2-4 |47/— | 17 | 3-7 
(321,300) 
East Suffolk | 16-2 11-1) 0-76 | 1-61/1-2 |2-2 44/28| 13 | 2-3 
(209,950) | | 
15-7 12-2) 0-98 | 1-:16)1-5 |2-5 |65/- | 29 | 5-4 
59,270) | | 
18-4 13-4) 0-70 | 1-66)1-8 |2-6 | 49/25) 17 | 76 
(57,008) } 
uernsey .. | 18-8 12-1 0-89 | 1-47'1-5 |1-9 | 66/26, 32 | 1-3 
(40,215) | ose | 








Roaistered stillbirths per 100 live births: Warwickshire 4-2, 
Norfolk 4-5, East Suffolk 3-4, Breconshire 5-6, Guernsey 4-0. 


Warwickshire. 


_ Dr. A. H. Wood says the nine transferred institu- 
tions are of the mixed type and in no case provided 
with a separate hospital. Relief to the mental 
hospital at Hatton has been afforded by the transfer 
of 30 mild lunacy cases to Alcester institution. 
Occasion has not arisen for consultation with the 
voluntary hospitals. Two applications for help from 
rural districts towards water-supply schemes and one 
towards sewerage have been received. 

The county nursing. association, employing 62 
nurses, covers five-sixths of the county, and the 
remaining large rural area on the east is looked 


| nurses, leaving 1341 


alone and 1127 by midwives acting as maternity 


(or 23 r cent.) who were 


| attended by doctors either alone or with nurses 


unqualified in midwifery or with handywomen. 
Surely, says Dr. Wood, the time has come for every 
lying-in woman to have the advantage of a nurse 
skilled in midwifery. 

The condition of the Tame, 
sewage treatment by the 


thanks to better 
towns of the Black 


| Country, improves slowly, and the account of the 


for advanced cases. Dr. 


Avon is more hopeful still. Six rural district 
councils have promised grants, amounting to £3356, 
for the reconditioning of 61 houses under the Housing 
(R.W.) Act, but only four out of 14 rural districts 
refer to a shortage for the agricultural population. 

Of the 195 beds at the sanatorium, 64 are reserved 
Wood thinks this is a 
mistake, and that eventually the public assistance 


| institutions will be able to free the sanatorium for 


its proper work. The orthopedic scheme comprises 
12 clinics and beds at five hospitals, but two years 
ago, in order to lessen expenditure, the hospital 
beds were limited. As a result, many cases wait 
months for operative treatment, although beds may 
be available. On Dec. 3lst there was a waiting-list 
of 23 children at one hospital and 22 at another. 
There are five V.D. clinics, but they fail to reach the 
whole of the rural population, and many patients 
must still be receiving unskilled treatment. 


Gloucestershire. 


Dr. J. M. Martin shows that in altering the county 
boundaries 15 parishes (population 4918) have been 
transferred to Warwickshire and Worcestershire, and 
ten parishes (population 3859) from Wiltshire and 
Worcestershire have been added to Gloucester. A pro- 
visional scheme for grouping of districts for appoint- 
ments of medical officers of health and for isolation 
hospitals has beenapproved. The health visitors have 
193 nurse-children under supervision under the Children 
Act. The 14 institutions transferred, of the mixed 


| type and built about 1840, have 2500 beds including 


after by the Newnham Association with six nurses. | 


The former body undertook 786 midwifery and 290 
maternity cases, and the latter 175 and 58. These 
nurses do not attend infectious cases, except tuber- 
culosis. The practising midwives numbered 219 
and summoned medical help in one out of every 
three of their cases. Dr. enumerates the 


measures taken in recent years to improve the | 


midwifery service in the county, and deplores the 
fact that deaths in childbirth are much as they were 
twenty yearsago. He has suggested to his committee 
paying the fees of the practitioners for antenatal 
examinations at a cost of about £1400 per annum 








(Continued from previous page.) 
of the salary suggested by the Department of Local 


750 infirmary beds. Except for Thornbury, with a 
hospital (46 beds), built 20 years ago, the infirmary 
beds are not satisfactory. There are four large areas 


‘now without a hospital. Three of these might be 


served by extensions of existing hospitals, but the 


| fourth in the north-east should have a new general 


hospital, serving all classes of the community. There 


; are 212 practising doctors, of whom 175 treat insured 


tients and 75 are poor-law medical officers. 
. Martin suggests that the funds available should 
be divided among the practitioners willing to do 
the former poor-law domiciliary work on a capitation 


| basis.. Thus the insured father and his family, if in 
| receipt of assistance, would probably have the same 
| doctor. 


Government and Public Health for a medical appoint- | 
ment in the gift of the local authority. This is, | 
however, what has just happened at Limerick. | 
| attended 56 per cent. of the total births and sent 


The Department had fixed the salary of a junior 


house surgeon at £120 a year in lieu of £200 a year 
decided on by a committee of the Limerick city | 


board of health. The board of health denounced the 
proposed amount as ‘‘ scandalous” in view of the 
cost of professional education, pointing out that 


| 


About one in 30 confinements took place in hospital. 
Some patients had to be moved long distances, and 
there is need for more maternity beds in some parts 
of the county. An antenatal centre was opened 
at Cinderford in 1929, and a second at Lydney in 
April, 1930. The mothers made good attendances 
and the midwives are enthusiastic. It is intended 
to open a new centre every three months. Midwives 


for medical help in the same proportion of their cases. 

The medical services scheme continues its growth. 
Four additional out-stations were opened in 1930. 
The orthopaedic scheme, formerly run from Cheltenham 
Hospital with one surgeon, is now based on hospitals 
at Cheltenham, Gloucester, and Bristol, and has the 


tradesmen working in the same institution received | services of three orthopedic surgeons. Venereal 


wages of £4 6:3. 8d. a week. 





| 


disease can now be treated at the out-stations, after 
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being excluded for seven years. In the autumn of 
1931 dental treatment of pregnant and nursing 
mothers and young children will be undertaken. 
Existing isolation hospitals will be used for the present, 
but the county council will insist on the pooling of 
resources and interchangeability of patients, so that 
accommodation may be found for the rarer infectious 
-diseases, and that the occurrence of two cases of small- 
pox in different districts will not entail the opening 
-of two small-pox hospitals. 


Norfolk. 


Dr. T. Ruddock-West records considerable progress 
during the last five years. Housing conditions have 
improved ; more parishes have been provided with 
district nurses; practically the whole county has 
been covered for health visiting purposes, and dental 
treatment has been extended to necessitous expectant 
-and nursing mothers. On the passing of the Local 
Government Act the county council decided that the 
public health committee with added members should 
also function as the public assistance committee. 
The new committee is styled the public health and 
assistance committee, and has subcommittees to 
deal with the various departments, with the exception 
-of school medical inspection and treatment. The 14 
transferred public assistance institutions are all of the 
mixed type. Arrangements are on foot to adapt 
and use the Heckingham institution for mental 
defectives and to transfer the cases of senile dementia 
to the Swainsthorpe institution in order to relieve 
the mental hospital. 

The hospital accommodation in the county for 
medical and surgical cases appears to be adequate 
except for cases of surgical and advanced pulmonary 
tuberculosis. Since Stanninghall Colony (45 beds) 
was transferred to the council, it has been proposed 
to provide accommodation there for tuberculous 
and non-tuberculous crippling defects. Isolation 
accommodation both for infectious diseases and 
small-pox is inadequate, and the county council has 
approved the principle of a central hospital for those 
areas with no adequate provision, but owing to 
‘financial stringency no further action is to be taken 
at present. Plumstead Hall has 70 beds for mental 
defectives, and a scheme has been approved for its 
extension to form a 300-bed colony with service 
buildings for 500 patients. 

All the urban districts except Wells have a piped 
water-supply. In Wells itself 55 houses have a 
piped supply but the remainder draw their supply 
“from some 350 shallow wells, mostly liable to serious 
contamination. Outside the towns most of the 
water is obtained from shallow wells liable to pollution. 

Many of the houses occupied by agricultural 
"labourers and people in similar circumstances are 
poor in fabric and accommodation and cannot be 


considered in any way as reasonably fit. The agri- 
cultural labourer with 30s. a week cannot y more 
than 4s. in rental. A table is includ in the 


report showing the housing activities of the district 
councils, from which it appears that certain councils 
have been able to let houses at a rental of from 2s. 6d. 
to 38. per week, inclusive of rates. Dr. Ruddock- 
West points out that if a large family occupies a 
eondemned house, a special grant for rehousing 
them is available under Section 26 of the Housing 
Act, 1930. Some districts have used the Housing 


‘(R.W.) Act with satisfaction, while others have 
neglected it. 
East Suffolk. 
Dr. B. Wood-White shows that the district 


nursing associations have increased in number from 
36 in 1921 to 70 in 1930. Of 320 parishes, 49 lack 
the ‘services of a district nurse. From the point of 
view of public health administration, the provision 
-of a general nursing service in urban and rural areas 
is of primary importance, and Dr. Wood-White thinks 
it is the right policy for the council to employ the 
district nurses as health visitors, in order that district 
nursing associations may ultimately cover the whole 
- of the county. Some of the district nurses, however, 








have not had a general hospital training, and their 
experience and knowledge are not equal to those of a 
whole-time health visitor. Dr. ood-White was 
unfortunately ill for five months during 1930, and his 
comments on the transferred medical services and 
institutions are not therefore available. He has 
much to say, however, as to the transferred Children 
Act, 1908. During the last quarter of the year the 
health visitors and district nurses supervised 357 
nurse-children. The supervision age should, he thiuks, 
be extended from 7 to 15 years. He regards lump 
sum payments as on the same footing as insurance 
policies. The arrangements for getting information 
from the foster-mother he finds inadequate. He cites 
a bad case of neglect, which came before a lenient 
bench. If, however, he had removed all the children 
to a place of safety, no bench of magistrates could 
have ordered the children to be taken back until the 
house was fit for their reception. Everyone will 
agree with Dr. Wood-White that the foster-mothers 
and their homes should be registered before any 
child is received. 

In the towns of Eye, Framlingham, Needham 
Market, and Wickham Market there is no constant 
and pure water-supply, and in most of the rural 
districts a constant and pure supply of water is a 
rarity. Although the rural population drinks water 
that is polluted to some extent from time to time, 
Dr. Wood-White has not come across an outbreak 
of water-borne 
experience. 

There is no tuberculosis dispensary in East Suffolk ; 
patients are visited systematically at their own 
homes by the tuberculosis officers. There is, however, 
an examination centre at Lowestoft (population 44,000) 
which is apparently not much used, and Dr. Wood- 
White gives his reasons for thinking it would be 
impracticable to set up an examination centre in 
any other place. 


disease during his eight years’ 


Breconshire. 

Dr. Herbert Davies says four poor-law institutions 
were transferred to the council and that one of them 
has since been closed, the inmates being moved to 
one of the others. The beds available are 43 for men, 
42 for women, and 19 for children. The mental 
hospital at Talgarth, with accommodation for 481, is 
used jointly with the counties of Montgomery and 

nor. Health visiting and school nursing is 
carried out by four whole-time visitors, and the 19 
nurse-midwives of the local nursing associations, 
which are subsidised according to the work done. 
There are 79 practising midwives, 71 trained and 
eight ‘‘ bona fide.”” The midwives attended 827 of the 
932 live births and 43 stillbirths. They sent for 
medical help in 204 of their cases. There are 12 
maternity and child welfare centres, conducted by the 
local nursing associations. The centres receive grants 
and are attended by the assistant medical officer of 
health, Dr. Winifred E. Probert. No action has as 
yet been taken with regard to antenatal centres. 


Dumfriesshire. 

Dr. John Ritchie, referring to the high materna! 
mortality (which compares with a rate of 7-0 for all 
Scotland), expresses his conviction that this rate 
could be reduced if adequate prenatal supervision 
were possible. It is comparatively easy to provide 
antenatal clinics in towns, but these have no place in 
rural administration with a widely scattered popula- 
tion, and the only promising scheme must be based 
on the local practitioners and district nurses. 

Water-supply is the most difficult problem before 
the county and governs the question of house provi- 
sion. A number of water schemes have been put 
forward recently and all given up on account of the 
cost. Dr. Ritchie suggests that the provision of 
ppertintion water on a large scale must be a matter 
or earnest consideration. There are several places 
where reservoirs could be constructed to serve the 
whole county, but the vast cost of distribution is 
the obstacle, which the Town and Country Planning 
Bill may help to remove. 
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Among infectious diseases the event of the year 
was a water-borne epidemic of enteric fever at 
Ecclefecham. The cases of enteric in the county 
during the last four years numbered 2, 3, 3, and 5. 
In 1930 they rose in number to 70. In the early 
part of the year there were three cases, and in the 
first three weeks of September, 23, 31, and 6 cases 
were removed to hospital. Investigation showed 
that water was the only common factor, and later 
that the fw leading from the springs to one of the 
tanks had faulty joints close to a land drain. One of 
the four farm servants was found to be acarrier. The 
carrier has worked in this area for more than three 
years, but the chain of circumstances favourable to a 
water-borne epidemic had evidently not occurred 
before, and on this occasion the water was probably 
only infective for a few days between August 10th 
and 14th. There were few secondary cases, which is 
in great contrast with the year 1895, when the 
notification reached a similar figure at a period when 
typhoid was endemic. 

Two poor-houses, with 27 beds for the sick, 
were transferred to the council under the Local 
Government Act. Dr. Ritchie puts forward an 
attractive scheme for improving the hospital service 
of the county. There are at present four small 
isolation hospitals. He suggests that of these, 
Lochmaben should be slightly enlarged and carry 
out all the isolation work. There would then be 
available 74 beds in three modern well-constructed 
buildings, which could be easily converted into cottage 
hospitals and used as annexes of the four voluntary 
general hospitals, thus providing for convalescence 
and abolishing waiting-lists. 


Guernsey. 


Dr. H. D. Bishop says that the births during the 
first thirty years of the er numbered 26,919, 
and the maternal deaths in childbirth 55, giving a 
rate of 2-04 per 1000 births. The deaths from 
tuberculosis in 1930 were 36, of which 35 were due to 
phthisis and one to tuberculous meningitis. The 
single death from non-pulmonary tuberculosis is 
interesting on account of the claimed absence of the 
bovine bacillus. Dr. Bishop complains that 
pulmonary tuberculosis is only sent to the sanatorium 
at an advanced stage; he would like the other 
hospitals in the Islands to make greater provision 
for the isolation of advanced cases. His suggestion 
that the poor-law board should be renamed the 
committee for public assistance, and cease to restrict 
its hospital provision to paupers, may be helpful. 
The ‘‘ homes for workers ” committee has completed 
its housing scheme, and now lends money at a low 
rate of interest to persons who wish to build small 
houses for themselves. The chief housing need now, 
says Dr. Bishop, is for o—- flats for the small 
number of families who are really undesirable tenants. 
A sum of money is voted every year for the treat- 
ment of mental defectives, and occasionally cases 
after a very long delay are sent to English institutions. 
Dr. Bishop recommends that the Channel Islands 
should establish a joint institution, with facilities 
for grading and education. He also advocates the 
formation of a cancer care committee to undertake 
publicity work and render assistance to sufferers. 





INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
JAN, 23RD, 1932. 


Notifications.—The following cases of infectious 
disease were notified during the week :—Small-pox, 
55 (last week 68); scarlet fever, 1502; diphtheria, 
946; enteric fever, 22; pneumonia, 1786 ; puerperal 
fever, 46; puerperal pyrexia, 108; cerebro-spinal 
fever, 57; acute poliomyelitis, 4; acute  polio- 
encephalitis, 1 ; encephalitis lethargica, 16 ; continued 
fever, 1; dysentery, 17; ophthalmia neonatorum, 
103. No case of cholera, plague, or typhus fever 


The number of cases in the Infectious Hospitals of the 
London County Council on Jan. 26th—27th was as follows : 
Small-pox, 124 under treatment, 6 under observation 
(last week 133 and 2 respectively); scarlet fever, 1189 ; 
diphtheria, 1451 ; enteric fever, 8 ; measles, 756 ; whooping- 
cough, 330; puerperal fever, 16 (plus 11 babies) ; 
encephalitis lethargica, 223; poliomyelitis, 3; ‘ other 
diseases,” 277. At St. Margaret’s Hospital there were 
25 babies (plus 14 mothers) with ophthalmia neonatorum. 

Deaths.—In 117 great towns, including London, 
there was no death from small-pox or enteric fever. 
40 (12) from measles, 5 (2) from scarlet fever, 41 (10) 
from whooping-cough, 34 (13) from diphtheria, 
49 (17) from diarrhoea and enteritis under two years, 
and 392 (115) from influenza. The figures in 
parentheses are those for London itself. 

The deaths from influenza show a slight drop from the 
figure of the two previous weeks, but the total for the year 
so far amounts to 1155, against 486 for the corresponding 
period of 1931. Of the great towns Birmingham stands 
highest this week with 24 deaths from influenza, followed 
by Manchester with 21, Bradford with 11, and Willesden 
with 10. Eleven deaths from measles were reported from 
Manchester, 4 from Stoke-on-Trent. Liverpool and 
Birmingham each reported 5 deaths from whooping-cough, 
Manchester and Newcastle each 3. Small-pox is mentioned 
as a cause of death in December last in a case assigned to 
Alfreton U.D., Derby. 

The number of stillbirths notified during the week 
was 287 (corresponding to a rate of 43 per 1000 births), 
including 47 in London. 


DEATH CLASSIFIED TO SMALL-POX. 

THE fatal case assigned to Alfreton U.D., Derby- 
shire, was, Dr. Sydney O. Bingham tells us, of the 
ordinary mild type. It was that of a female infant,. 
aged 6 months, who had just previously had an 
attack of chicken-pox. The cause of death was 
stated in the certificate as (1)(a) heart failure, (b) septic- 
emia, (c) cellulitis of leg; (2) small-pox. There 
was no post-mortem examination. 


A CORRECTION.—In summarising the annual health 
report of Belfast in our issue of Jan. 9th (p. 105) we 
are sorry to have attributed to Dr. P. S. Walker some 
observations and opinions of Dr. Andrew Trimble. 
It was Dr. Trimble who pointed out that albumose 
or albumin is generally present in a positive sputum, 
and the particulars of pregnancy and tuberculosis 
= also contained in his report as chief tuberculosis 
officer. 


THE SERVICES 
ROYAL NAVAL MEDICAL SERVICE, 
F, W. A. Fosbery to be Surg. Lt. 


ROYAL NAVAL VOLUNTEER RESERVE. 
Proby. Surg. Lt. E. F. St.J. Lyburn to be Surg. Lt. 


ROYAL ARMY MEDICAL CORPS. 
Majs. W. B. Stevenson and C. J. H. Little retire 
on retd. pay. 
Lts. H. W. Daukes, A. T. H. Marsden, and L.. R. H. 
Keatinge to be Capts. 


ROYAL AIR FORCE. 





on completion of service and is permitted to retain his rank. 
AUXILIARY AIR FORCE. 


No. 600 (City of London) (Bomber) Squadron.—H. W. 
Walter is granted a commission as a Flying Officer. 


DEATHS IN THE SERVICES. 

Deputy Inspector General Samuel William Vasey, R.N. 
retd., a St. George’s man who qualified in 1877, died at 
Teignmouth on Jan. 17th, aged 76. He entered the Navy 
as a surgeon in 1878 and a year later saw active service in 
the Zulu War, landing with the Naval Brigade of the 
Boadicea (Zulu Medal and Clasp); later he was present 


and during the Egyptian War of 1882 was surgeon of the 
Seagull (Egyptian Medal and Khedive’s Bronze Star). 
In 1890 he became staff surgeon, and four years later fleet 


of Vice-Admiral Sir Edward Seymour during the China 





was notified during the week. 


torpedo school ship at Devonport, retired in 





































































































































































































































































































Flight Lt. J. W. Harper relinquishes his commission: 


at the destruction of Batolonga on the West Coast of Africa ; - 


surgeon. In 1900 he served in the Centurion, the flagship - 


operations, and after being appointed to pn ace the - 
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CORREEPONDENCE 


tyi3 | experiment is not without its dangers—for how many 

To the Editor of Tur Lancet. _ years did not the development of a negative pressure 

Sir,—lIt has been decided to found a memorial to | within the ventricle, during diastole, continue to be 
Sir Andrew Balfour, who died in January, 1931, taught, because Newton’s law of inertia was not made 
shortly after the opening of the London School of | sufficient allowance for until the inertia of the lever 


Hygiene and Tropical Medicine, of which he was the | 
first Director. When funds are available it is intended | 
to place a simple and inexpensive monument in the | 
school, and with the remainder of the sum received | 
to establish an Andrew Balfour Memorial Fund for 
helping students, preferably from overseas, to pursue 
courses of study at the school. We feel that Balfour’s 
many friends all over the world would not wish to miss | 
the opportunity of contributing to such a memorial, 
and we are confident that even considerations of hard 
times, heavy taxation, or other depressing circum- | 
stances will not deter those friends from helping to 
build up a fund of worthy proportions as a permanent | 
memorial to a magnificent career. 

While it is hoped that all who can do so will send a 
donation in the near future, it is not proposed to limit 
the period during which the fund will remain open, 
and promises of donations or bequests will be grate- 
gully acknowled Contributions should be sent to | 
the Honorary Treasurer, Andrew Balfour Memorial | 
Fund, London School of Hygiene and Tropical | 
Medicine, Keppel-street, W.C.1. 

We are, Sir, yours faithfully, 
LiLoyD, 
MontTacu NoRMAN, 
W. OrmsBy-Gore, 
A. T. STANTON, 
HENRY S. WELLCOME, 


C. M. WENYon, 
REGINALD WINGATE. 


D. LYALL GRANT, 

W. W. JAMESON, 

P. S. LELEAN, 
January, 1932. 





THE CARDIAC CYCLE. 
To the Editor of THe LANcert. 


was got rid of by using the beam of light ? 
I am, Sir, yours faithfully, 
HARRINGTON SAINSBURY. 
Hampstead, N.W., Jan. 28th, 1932. 





TREATMENT OF SUBACUTE COMBINED 
DEGENERATION OF THE CORD. 


To the Editor of Turk LANCET. 


Sir,—lI have read with great interest Dr. Sargant’s 
paper in your last issue on the treatment of subacute 
combined degeneration with massive doses of iron. 


|The striking results obtained certainly merit pro- 


longed further trial. There are, however, two points 
which call for some remark. 

1. The author states that “in the treatment of 
subacute combined degeneration of the cord, liver 
therapy is usually of little or no use.” The results 
obtained in a large series of cases investigated in 
Newcastle,! Toronto,? Baltimore,*? and Boston ‘ have 
shown that whole liver, in adequate amounts, is 
effective in the majority of cases. But the amount 
of liver required for producing neurological benefit 
is frequently much more than that required for the 
maintenance of the red blood-cell level. Indeed, 


_many cases require from 240-480 g. of whole liver 


daily. In a total of over 150 liver-treated cases of sub- 


| acute combined degeneration at the Massachusetts 


General Hospital,‘ Boston City Hospital, and Royal 
Victoria Infirmary,’ it was possible to find less than 
ten who had failed to respond when the dosage had 
been 240-480g. for four months or more. The 


| majority had benefited even with doses as low as 
Srmr,—Your reviewer states accurately the conclu- | 


960 g. a week. Those who had died or failed to 


sion I had reached concerning the genesis of the | improve, and those in whom neurological symptoms 
pulse-wave—viz., that it resulted from the impact on developed for the first time during treatment, had 
the aortic valve of the rising tension developed within | taken liver in small amounts, or irregularly, often 
the ventricle during the isometric phase of the systole ; in the form of liver extract ; in many of these septic 
but he calls this a “hypothesis.” I prefer to call it a | complications were present also. 

deduction arrived at by an argument based upon a| 9 The statement that 


: / . “in cases of subacute 
postulate which he entirely ignores, namely, that the 


laws which govern the operation of matter in the | 


outside world continue to rule unchanged after the 
incorporation of such matter within the living organ- 
ism. Thus I have urged that Newton’s laws of motion 
must hold good in Harvey’s circulation. 

As the reviewer states the case with this postulate 
left out, my deduction is in the air and stands as a 
mere arbitrary statement without authority, since I 
do not bring any experimental evidence. But is 


there any experimental evidence on the time relations 


of the conclusion of the isometric phase and the 
commencement of the expulsion phase? He says 
my conclusion (his hypothesis) “‘is entirely incom- 
patible with the known experimental facts,” but he 
does not cite these “ facts.”” What can I say more ¢ 
He has left undiscussed the postulate which is stressed 
in the opening words of my argument ; which, so far 


as I am aware, does bring forward a new method of | 


approach regarding the problem of the circulation. 
my contentions, but think they may be very difficult, 


since they will have to deal with such minute time- | 


also 
I share his desire for experimental confirmation of | your., 1930, 


|combined degeneration, the blood picture is rarely 
| that of a typical pernicious anemia ”’ has already been 
| criticised in your annotation. Experience has shown 
| that the anemia which is almost invariably present 
| at some period of the disease is typically ‘‘ pernicious ”’ 
|in type, both morphologically and in its response to 
| treatment. It is noteworthy that three out of four 
|of Dr. Sargant’s cases had a colour-index of 1-0 
or over. 

With regard to the possible nature of the factor 
responsible for the neurological improvement (p. 255), 
it may be noted that it is presumably a substance 
| present in both liver and brain in approximately 
| equal proportions, with perhaps a slightly greater 
| concentration in brain tissue. As already mentioned 
|this would virtually exclude the so-called anti- 
| aneemic factor, and also vitamin A. In my paper 


| 


| 





and Suzman, M. M. Brain, 1929, lii., 271; 
Newcastle Med. Jour., 1929, ix., 67. 
— by? and Graham, D.: Canad. Med. Assoc. 


_""* Baker, B. M., Bordiey, J., iii., and Longeope, W. T. : Minne- 
sota Med., 1930, xili., 815. 
*Suzman, M. M.: Trans. Amer. Neurolog. Assoc., 1931. 


* Ungiey, C. C., 
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further discussion of the nature of the effective 
substance was not entered into, as I thought this would 
be better postponed until further evidence is available 
as to the relative potency of brain, liver, and other 
substances for producing neurological benefit. 

The statement attributed to me in the annotation 
that I concluded “that the effect of brain upon the 
nervous system is markedly greater than that of 
liver,” requires moderation, and differs in degree 
from the deductions I actually made in my paper. 

I am, Sir, yours faithfully, 

Newcastle-on-Tyne, Jan. 30th, 1932, C. C. UNGLEY. 


To the Editor of Tue LANceT 


Sir,—While Dr. Sargant’s results in the treatment 
of four cases of subacute combined degeneration of 
the cord with large doses of iron are of interest and 
importance, his summary dismissal of liver treatment 
as “usually of little or no use’’ should not I think 
pass unchallenged. Since the publication in 1929 
by Ungley and Suzman of their observations on 
61 cases seen at the Royal Victoria Infirmary, 
Newcastle, during four years, further experience 
has not led me, personally, to doubt the general truth 
of their conclusion that whole liver in adequate amount 
has a markedly beneficial effect on this condition. 
Much longer time is required to produce amelioration 
of the nervous symptoms and signs than to render the 
blood count normal, and relapse rapidly follows 
cessation of liver feeding. While I have seen remark- 
able improvement in advanced and bedridden cases, 
I think it of much greater importance to detect the 
eases early as there is then a good prospect not 
only of arrest of the process, but of considerable 
retrogression of the symptoms and signs. 

Insistent subjective symptoms, especially tingling 
in hands and feet, arising in people at or over middle 
age, are highly suggestive, though not sufficient for 
the diagnosis of subacute combined degeneration, 
even if associated with loss of the deep reflexes ; 
but if to such paresthesiw is added definite ataxia, 
even though slight, the diagnosis appears to me 
fully. justified, always provided early or manifest 
signs of pernicious anemia can be detected. Complete 
achlorhydria is a necessary part of the picture. 

Advanced cases, cases complicated by severe 
sepsis, and I think also some cases which relapse by 
reason of stopping liver, may show little or no response, 
and there is no doubt that some cases in whom none 
of these factors is present fail to respond for no known 
reason. My experience, however, supports the claim 
of Ungley and Suzman that the last group is a small 
one. I am, Sir, yours faithfully, 

Newcastle-on-Tyne, Jan. 30th, 1932, F. J. NATTRAss. 





THE SPAHLINGER VACCINES. 
To the Editor of THe Lancet. 


Sir,—I have the honour to enclose herewith a 
statement of my method for the preparation of 
antigens, with detailed reference to tuberculosis. 
With this formula, I have made bovine anti- 
tuberculous vaccines for a number of years, and a 
series of tests has been carried out with very successful 
results. The vaccine is absolutely free from living 
micro-organisms and has been used for human anti- 
tuberculous vaccination by distinguished medical 
men. But only large and extended statistics can 
provide evidence as to the degree and duration of the 
immunisation in human beings. 

One of the aims of my researches has been to eluci- 
date the mechanism of antibody production. It is 





my intention to communicate the results of these 
researches before a scientific body at an early date. 
I trust that you will accord me your valuable coépera- 
tion by publishing my formula for the information 
of your medical and scientific readers, so that this 
method can, without delay, be explored in as many 
other fields of research as possible. 
I am, Sir, yours faithfully, 


H. SPAHLINGER. 
Institut Bactériothérapique, Carouge, Genéve, 
Jan. 28th, 1932. 
" ray ed statement referred to appears on p. 309.— 
D. L. 





TUBAL PREGNANCY. 
To the Editor of Tue LANCET. 


Sir,—Mr. W. E. Tanner's account, in your issue of 
Jan. 16th, of an instance of Cullen’s “ umbilical 
sign ’’ in a case of intraperitoneal bleeding at once 
attracted my attention. Ever since it was first 
described in 1920 or thereabouts, I have been on the 
look-out for it. In spite of likely opportunities I have 
not seen the condition nor do I know of any other 
reported instance. Indeed, doubt has been thrown 
upon its significance by E. A. Schumann, who records ! 
a case in which there was ‘‘ marked bluish discoloura- 
tion about the umbilicus.” This was thought 
to corroborate the diagnosis of ectopic pregnancy 
which had been based on a highly suggestive symptom- 
complex. However, at operation there was found : 
(1) normal uterine pregnancy, (2) bilateral acute 
salpingitis, (3) no blood in the peritoneal cavity. 
Therefore, he argued, the sign is not pathognomonic. 

The possibility of the bruising being due to external 
manipulations applied to relieve pain has been 
suggested, but Mr. Tanner tells me that he has assured 
himself that nothing of the sort occurred in his case. 

I am, Sir, yours faithfully, 
Sheffield, Jan. 27th, 1932. Mites H. PHILuips. 


To the Editor of THe LANCET. 


Sir,—In my short letter published in your issue of 
Jan. 23rd, concerning Mr. Tanner's interesting report 
of a case of tubal pregnancy, in which he said “I 
cannot find a record of any similar case ’’—a very 
different statement from ‘it was rare’ which is 
what, he now declares, was all he suggested—I pointed 
out that the sign of umbilical discolouration had been 
first described “‘ in the United States many years ago.” 
I had Cullen’s name in mind, but, being, as I said in 
that letter, away from references when I wrote, I did 
not wish to commit myself further in regard to details, 
and I merely called Mr. Tanner’s attention to the 
fact that the sign was “not unknown.” I have seen 
it myself, and one of my assistants, to whom I have 
spoken, tells me he has seen it independently. I 
have, for a long time, referred to it when discussing 
with my students tubal gestation. However, this 
matter is no longer in doubt, and now that attention 
has been focused on it, we shall, perhaps, hear more 
about it in future. 

With regard to the letter—an unhappy essay in 
respect of manners and material—of Mr. Aubrey 
Goodwin, whom I do not know personally, I can 
only say that I have never indulged in “ post- 
prandial red herrings,’ nor is it a “fact,” as Mr. 
Goodwin states, ‘‘that Prof. Blair Bell likes 
to feel that he is not as other gynecologists ” ; 
the truth is rather that he wishes some other gyne- 
cologists felt as he does about conservative gyne- 
cological surgery. Clearly Mr. Goodwin has not read 





1 Amer. Jour. Obst. Gyn., 1923, vi,, 632. 
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my address! on this subject. I daresay he would 
consider it waste of his valuable time to do so. 
Nevertheless, I can assure him that outside London, 
at any rate, there are gynecologists in this country, as 
in America, who approach the treatment of tubal 
pregnancy with the same physiological reverence that 
Ido. This is not to say that every tube can be saved : 
such a statement would be ridiculous; but it may 
safely be asserted that in at least 80 per cent. of all 
tubal pregnancies the tubes can be and should be 
conserved. It seemed to me that Mr. Tanner’s case 
was one suitable for conservative measures, so I 
asked why a drastic—that is, eradicative—procedure 
had been practised. 

A considerable number of cases successfully treated 
on conservative lines could be collected in this country 
alone—patients who, as my own, have had children 
afterwards.. In none of my patients so far as I 
know has ectopic pregnancy subsequently occurred. 
This question was raised when I first reported a case 
in 1922.2 Recent inquiries have brought the informa- 
tion that this patient, hitherto nulliparous, has since 
had two healthy children. 

Further, I may say that tubes treated conserva- 
tively by us are now subsequently tested by means 
of lipiodol injections. All my cases so examined, 
even those in which the condition has been of long 
standing, have shown patency with the possible 
exception of one. Further facts may be obtained 
from my address to which reference has been made. 

I am sorry that any gynecologist should find it 
necessary to ask me such elementary questions as 
those propounded by Mr. Goodwin. However, I 
suppose I must answer them or he will accuse me of 
evasion which is not one ‘of my bad characteritics. 

1. Tubal pregnancy occurs more often in normal 
tubes than in abnormal. So long ago as twenty-two 
years I wrote: ‘Formerly, it was supposed that 
inflammatory diseases of the tubes were the cause of 
tubal pregnancies, but it is now thought that the 
condition is more or less accidental and depends 
upon the situation of the ovum at the stage of develop- 
ment when the trophoblast is capable of producing 
implantation.” * I have never had any reason to 
alter that view, indeed it has been confirmed. There 
is, of course, no doubt that anatomical anomalies 
produced by errors of development, neoplasms and 
infections may occasionally be the etiological factors 
concerned, but they are, I believe, relatively 
uncommon. I cannot here discuss all the evidence 
that supports the view I have quoted—indeed, to 
do so can hardly be necessary to-day. 

Conclusion.—It is sound surgery to conserve the 
tube, when there is no definite contra-indication to 
this procedure. It is unsound surgery—antiquated 
surgery—to do otherwise. 

2. The guarantee for which Mr. Goodwin asks in 
his second question is given in our knowledge of 
physiological and pathological processes—namely, 
that as a rule the chorionic elements perish soon 
after the death of the embryo, and that chorion- 
epithelioma is as rare in the Fallopian tubes as it is 
in the uterus, and for the same reason. 

3. No guarantee is required that the “ large vessels 
ruptured in the tube wall, or even the raw edges 
will not continue to bleed .. .” for three reasons : 
first, bleeding has often ceased entirely ; secondly, 
if it has not it can generally be controlled by simple 
surgical procedures; thirdly, in a few cases, as I 
have said, removal may be necessary—the number 





1 Brit. Med. Jour., April 18th, 1931. 
yn. Brit. 


* Jour. Obstet. and G Emp., 1922, xxix., 504. 
* Principles of Gyneecology, ist ed., 1910, p. 229. 





depending on the craftsmanship and vision of the 
surgeon. 

In amplification of this last answer, I would point 
out that ampullary pregnancy is the commonest 
type of tubal gestation, and that a majority of these 
have aborted completely at the time of operation 
or have been converted into moles with no evidence 
of active hemorrhage. I have removed quite large 
moles by salpingotomy, and one or two through 
the dilated abdominal ostium. 

Mr. Tanner says nothing about active bleeding. 
Out of fairness to him I said “* presumably ”’ the tube 
contained a mole; but; frankly, the illustration is 
much more like that of the ampullary end of a tube 
from which complete abortion had occurred, and which 
required no more than suspension to the round 
ligament ; but obviously I cannot speak definitely 
about this not having seen the specimen. Still there 
is nothing in the text to indicate anything to the 
contrary, and the simple procedure just mentioned 
would have saved the time which Mr. Tanner appears 
from his letter to have required for some reason not 
explained. He writes that removal was “the only 
quick and safe way of arresting hemorrhage which 
had filled the abdomen with blood.” However, if 
there were a mole still in the tube, salpingotomy 
or its removal through the abdominal ostium would 
have taken very little time. I have never seen 
the abdomen “full” of blood in this type of 
case, ifin any. In this patient the history indicates 
that tubal abortion commenced on Oct. 17th and that 
there was pain and vomiting on Oct. 30th; but the 
evidence of discolouration shows that the hemorrhage 
occurred at the earlier attack. Moreover, we are 
told the pulse was 72, the temperature was normal, 
and that she did not look anemic at the time of 
operation. We may conclude, therefore, that hamor- 
rhage had ceased ten days previously to surgical inter- 
vention, and infer, I think, safely, as there is nothing 
in the text or illustration to contradict the inference, 
that the case was one of tubal abortion, and not of 
tubal rupture as stated by Mr. Tanner in the title 
of his paper. 

In a large majority of all cases of tubal pregnancy 
implantation is in the ampulla, and abortion, not 
rupture, occurs; and after the initial hemorrhage 
there is little to be feared from this complication. 
That Mr. Tanner is conservatively inclined is shown 
by his respect for the ovary of the same side. 
I cordially agree with Mr. Tanner in the hope that 
his patient will not have a tubal pregnancy in the 
remaining tube. It would be a calamity if she were 
to lose that too. I am sure Mr. Tanner merely 
performed the routine practice he has been taught 
and seen—as I did myself before 1922—without 
giving thought to the possibility of saving the tube. 
Nevertheless, we must all be very grateful to him for 
bringing to our notice an excellent example of Cullen’s 
physical sign. I have fought for many years for 
conservation of ovarian tissue, and I have for some 
years tried to evoke a conservative physiological 
attitude in regard to these much maligned tubes. 
I hope Mr. Tanner will forgive my raising the point 
in connexion with his case. If we all sat down and 
thought and “felt” as others do there would be no 
progress. 

I make no apology for the length of this letter, which 
does not exhaust all I might say in answer to the 
questions raised, for the matter is of some moment 
to many unfortunate young women. 


I am, Sir, yours faithfully, 
Liverpool, Jan. 29th, 1932. W. Buiarr BELL. 
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FILLING UP A DEATH CERTIFICATE. 
To the Editor of Tue Lancet. 

Sir,—Dr. A. B. Dunne, in his letter to Toe LANCET 
of to-day’s date, complains of the manner in which 
the medical practitioner allocates the causes of death 
as between primary and secondary causes and proceeds 
to give a few instances of what he terms gross error 
that have come to his notice. He uses the terms 
‘“‘ primary cause’ and “secondary ” in his examples. 
I should like to point out to him in the first place that 
the terms primary and secondary unfortunately 
do not appear on the Official Certificate of Death. 
If they did, fewer mistakes would be made. 

In the second place, I should like to refer to his 
example No. 2 in which the primary cause appears 
as hematemesis and the secondary as cancer of the 
stomach. If Dr. Dunne will consult his book of 
“Forms for Medical Certificates of the Cause of 
Death ” and study page vii., on which appear examples 
of how a death certificate is to be filled in, he will 
find we No. 4 which reads as follows : 


Immediate ca ee ae -- Hematemesis. 
Morbid forbid conditions, if if “any, giving rise to 
2 —— in order pro-| Chronic gastric 
a> A rom immediate cause) ulcer. 


I would suggest that Dr. Dunne, instead of tilting 
against the medical practitioner, should turn his lance 
against the authority responsible for the present 
phraseology on the official forms of notification. 

I am, Sir, yours faithfully, 


Harley-street, W., Jan. 30th, 1932. C. E. Lakin. 





ERYTHROCYTE SEDIMENTATION 
To the Editor of THe Lancet. 
Sir,—The interesting and instructive letter on the 
above subject by Mr. J. E. R. McDonagh reminds 
me that about 40 years ago I pointed out that the 
precipitants of serum albumin in the urine were all 
dehydrants that removed the water of hydration 
from the large molecules of albumin, and the per- 
manence of the precipitate depended on the amount 
of the water of hydration abstracted. Picric acid 
precipitates the albumin which again passes into 
solution on the addition of water. I am very glad 
that you have published his letter, as it has drawn 
my attention to what I have missed by not previously 
reading his three volumes on the Nature of Disease. 
I must now proceed at once with my own edification. 
I am, Sir, yours faithfully, 

Hindhead, Jan. 29th, 1932. JAMES BARR. 
PS.—May I add that I was much interested by 
the article Massive Enlargement of the Breast, 
appearing in your current issue by Mr. H. H. 
Greenwood, as I have cured some such cases by large 
doses of iodine, and personally I have strong objections 
to unnecessary operations, whether for «esthetic or 
any other reason. The breasts should be suspended, 
but not compressed, so as to lessen all circulatory 
stagnation. I prescribe about 10 minims of either 
the English or French tincture of iodine in half a wine- 
glass of milk, thrice daily after meals. If there be 
any deficiency in calcium it is well to add about 
grs. 2 of calcium iodide to each dose. The diet 
should be light and nutritious, not much carbohydrate 
or table salt. There is always a risk of large doses 
of iodine giving rise to hyperthyroidism, so the 
patient should be warned against such a possibility, 
and advised to pay an occasional visit to her medical 
attendant. If such an occurrence should occur it 
is easily remedied by stopping or lessening the iodine 
and substituting the lactate of calcium and a liberal 

supply of milk. 


TEST. 








EXCURSIONS IN THERAPEUSIS. 
To the Editor of Tue Lancer. 

Sir,—As one who has given an extensive clinical 
trial of the new methods and materials which 
Sir Thomas Horder refers to as X.Y.Z. 42, I welcome 
his address as an indication that the winds of these 
new doctrines are beginning to blow in high places, 
even if they evoke but Olympian laughter. The applica- 
tion of these doctrines in this hospital on 1200 control 
cases and 2000 test cases of diphtheria (as recounted 
in the Medical Officer of Jan. 24th, 1931+) has reduced 
the death-rate from 5-4 per cent. in the former to 
2-6 per cent. in the latter. Based on nearly 600 test 
cases of scarlet fever the renal complications have 
been reduced from 11 per cent. to under 2 per cent. 
I have repeatedly seen the temperature fall to 
normal in 12 hours with a disappearance of the 
lesion in erysipelas after the exhibition of a suitable 
drug of this family. I have seen the thrombo- 
phlebitis following enteric fever instantly arrested 
with disappearance of all signs and symptoms in 
three days instead of the usual three weeks. I have 
seen cases of chronic boils which have resisted all 
other therapeutic measures clear up in a few days 
without recurrence when treated on these principles. 
These, and many other cases, lead one to think that 
there must be something in these ideas. 

The knowledge of the hypothesis on which these 
methods are based and the study of the dark-ground 
picture of the blood are essential, as these drugs are 
potent for harm as well as good if rashly used. 
Sir Thomas's remark that “ either there are particles 
in the plasma or there are not” must be regarded 
as rhetorical, as he must know that “‘ our bodies are 
composed almost entirely of matter in its colloid 
(i.e., particulate) state” (E. 8. Hedges, D.Sc., 
** Colloids,’ 1931). The colloid chemist will tell him 
that these particles are capable of condensation 
(flocculation and precipitin reactions) or dispersion 
(peptisation and lytic phenomena) with alterations 
in the continuous phase. If he examines sera from 
various diseases, he will see there are considerable 
differences in the appearance in their particles 
compared with the normal serum—in their number, 
Brownian movements, refractive index, and tendency 
to flocculate or not. On reading colloid chemistry 
one is impressed by the number of factors influencing 
a colloid system and amazed that already such a 
measure of success is possible therapeutically on 


| these lines, seeing the methods of investigation at 


our disposal are so extremely crude and liable to 
very many fallacies. As to whether the hypothesis 
on which this work is based is correct or not (especially 
as to whether the effect of drugs is electronic or 
ionic) is a matter to be determined by the physical 
chemist, but it would seem that a case has been 
made out for investigation by experts in that line. 
The following quotation is from Dr. Hedges’s book : 
“A bird’s nest may be made of twigs, straw, wool, and 
horsehair. The pure chemist is represented by an 
investigator who makes a thorough study of twigs, &. . . 
but who may not be interested in the most important object 
of his study—that is a bird’s nest. A heap of twigs, &c.. . . 
does not make a nest, because a definite structure is involved 
and it is this combination of study of structure as well as 
chemical composition that forms one of the chief differences 
between the outlook of pure chemistry and colloidal 
chemistry. Colloid chemistry is a closer approach to the 
study of things as they exist.”’ 
Has not the tendency of biochemistry been largely 
to the study of twigs such as blood calcium, sugar 
or urea, rather than the investigation of the whole 


nest, the colloid system ? Colloid chemistry 











» See also THE LANCET, 1930, ii., 579. 
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must have an important bearing on medicine. 
Mr. McDonagh has made a valiant and, to a 
considerable degree, successful attempt to bring the 
researches of colloid chemistry into touch with 
clinical medicine. Whether his unitarian hypothesis 
has been stretched too far the future will show. 
The more recent studies in immunology seem to 
indicate that physico-chemical phenomena play a 
large but not the whole part in these events. I 
venture to prophesy that this will also be the final 
conclusion in the effects of therapeutic agencies. 

I hope that Sir Thomas Horder’s address will lead 
to stimulation of this type of investigation, as very 
little seems to be known as yet of the behaviour of 
hydrophilic colloids under the influence of complex 
compounds. 

I am, Sir, yours faithfully, 
B. A. Peters, M.D. Camb., 


Medical Superintendent, Ham Green Hospital 
Jan. 26th, 1932. and Sanatorium, near Bristol. 





BRONCHOSCOPY IN PULMONARY DISEASE. 
To the Editor of THe LANCET. 


Str,—The frequent and important publications 
of Chevalier Jackson, his personal visits to this 
country, and the instruction courses which he 
organises, have been gradually establishing the value 
of bronchoscopy as a diagnostic and therapeutic 
measure. Your editorial comment last week on 
the excellent paper by Dr. Scott Pinchin and Dr. 
Morlock is well timed and will undoubtedly focus 
attention on the fact, not generally recognised, that 
access to the tracheo-bronchial tree by direct methods 
is possible and useful in a great variety of cases. 

Their article is well illustrated by examples. The 
following two cases which came under my care at 
the Royal Chest Hospital are of interest. 

(1) A.B., aged 24, male. Three years recurrent cough ; 
per pe og irritation localised to a point under the inner 
end of the left clavicle. Coarse rhonchi heard over the upper 
part of the left chest, intensified on coughing. X ray 
negative. Sputum T.B. negative. Bronchoscopy. Papillo- 
mata of trachea and left bronchus discovered and removed. 

complete. 

(2) C.D., aged 59, male. Six months increasing shortness 
of breath, eventually causing “ gasping’’ on exertion and 
“tightness of chest” especially on bending. Winter 
cough ; scanty sputum ; occasional blood clots in sputum ; 
loss of weight ; no in. On admission, slight cyanosis ; 
very marked stridor ; slight impairment of note and weak 
breath sounds left — chest. Bronchoscopy. Large 
fibroma growing from the anterior wall of trachea just above 
ban ” ionieaameaaen Removal through the glottis with complete 
relier. 

A recent comprehensive collection by Ellen J. 
Patterson! of recorded cases of benign growths 
of the tracheo-bronchial tree revealed only 26 cases, 
a large percentage of which were diagnosed post 
mortem. These two cases, operated on within a 
relatively short time, suggest that what has been 
thought to be an extremely rare condition may prove 
to have a much higher incidence when bronchoscopy 
becomes more generally used as a means of diagnosis, 
and they raise an interesting consideration as to the 
extent to which such masses can be effectively 
removed through a bronchoscope. 

While it is certain that bronchoscopy can and will 
become an important factor in pulmonary diagnosis 
and therapy, it is equally certain that there are great 
difficulties in the way of its becoming a method 
readily available for use outside the regular broncho- 
scopic clinics. <A rigid technique, a complete set of 
good instruments, trained assistance, practice, and 





+ Act. Oto. Lar., December, 1930. 





personal aptitude are essential for success. Since 
familiarity with all conditions of the larynx in health 
and disease is important, I venture to suggest that 
bronchoscopy remains a subject which, with few 
exceptions, is in the province of the laryngologist 
working in conjunction with physicians interested in 
diseases of the chest. 
I am, Sir, yours faithfully, 
London, W.. Feb. Ist, 1932. A. M. Zamora. 





VACCINE TREATMENT IN 
ARTHRITIS. 
To the Editor of THe Lancet. 


Sir,—Dr. Knyvett Gordon appears to have over- 
looked the main issue of my paper on the vaccine 
treatment of infective arthritis—viz., that vaccines 
given under the conditions stated do not yield results 
measurably superior to other forms of treatment 
when the series is large enough to permit of analysis, 
or the results by statistical methods. If Dr. Gordon 
believes that some other form of vaccine treatment 
is capable of yielding better results, I feel sure that 
all who are interested in this insidious and intractable 
disease would welcome its publication, but unless 
it is accompanied by data capable of statistical 
analysis it must be regarded as a personal opinion 
and not as scientific evidence. I might add that 
the results of stock and autogenous vaccines in 
several hundred cases were separately considered, 
and that the differences were not greater than could 
be ascribed to chance errors of sampling. 

I am, Sir, yours faithfully, 
PHYLLIS M. ConGcpon. 

Devonshire Hospital, Buxton, Feb. 2nd, 1932. 


INFECTIVE 





MEDICINE AND THE PRESS. 
To the Editor of Tut LANCET. 


Str,—The report of the discussion of this subject 
at the meeting of the Chelsea Clinical Society makes 
melancholy reading. All the speakers except one 
seemed to agree that newspaper readers are entirely 
incapable of exercising any power of independent 
judgment whatever, but appraise the “ worth” of 
everything they read by the signature appended 
thereto. One cannot help thinking that this is sad. 
Sixty years of free education aided by the all-powerful 
press itself to have produced only this sheep-like 
mind! But perhaps our “ able editors ” are deceiving 
themselves. Let us hope so; for such a type of mind 
seems, if one may believe a “ well-known authority,” 
to be more characteristic of the press itself than the 
public. 

“* But is it a good play, Mr. Bannal ? 
simple question. 
“Simple enough when you know. If it’s by a 
good author it’s a good play naturally.” 
I am, Sir, yours faithfully, 


Cuas. E. THORNTON. 
Beckenham, Kent, Feb. ist, 1932. 


That’s a 


*,* Dr. Thornton’s view is the one consistently 


held here. If medical information in the public press 
were put on the basis where political or financial 
information stands, signatures would only be needed 
in exceptional circumstances—the prestige of the 
paper would sign the articles.—Ep. L. 








REMEMBRANCE Day IN LONDON.—The mone 
lected in the London district on ‘‘ Poppy Day” was 
The poppies cost £11,990, and the 
ture was £2492, 


col- 
,775. 
ministrative expendi- 
Other figures are not yet available. 
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JOHN PARLANE KINLOCH M.D. Glasg., 
M.R.C.P. Edin., D.P.H. Camb., 
CHIEF MEDICAL OFFICER, DEPARTMENT OF HEALTH FOR SCOTLAND. 


Tue death of Dr. Parlane Kinloch, on Jan. 31st, | 
at the age of 46 years, brings to an abrupt end one | 
of the most brilliant careers in public health adminis- | 


tration in our times. His death was quite unexpected. 


He completed his week’s work as usual last Saturday, | 
and succumbed to a heart attack on the Sunday | 


morning. 


John Parlane Kinloch was a native of the Vale of | 


Leven, Dunbartonshire, and was educated at Glasgow 
High School and Glasgow University, where he 


aduated M.B., | 
In | 


Ch.B. in 1909. 
1910 he took the 
D.P.H. of Cam- 


bridge with dis- | 


tinction, and in 
1913 the M.D. of 
Glasgow with 
commendation. A 
series of minor 
appointments fol- 


lowed. These in- | 


cluded house 
surgeon and house 
physician in the 
Victoria  Infir- 
mary, Glasgow; 
resident medical 
officer in 
Queen Charlotte 


Lying-in Hospital, | 
pupil | 
in the | 
Public | 


London ; 
assistant 
Glasgow 
Health 
ment ; 
resident 


DR. PARLANE KINLOCH. Depart- 


(Photograph by Morgan. medical 


officer at Ruchill | 


Fever Hospital, Glasgow. 


From this last post 


the | 


and later | 


| prehensive scale the hospitalisation of pneumonia— 
| a lead which has been widely followed since. 


But perhaps his greatest achievement in Aberdeen 
was to carry through, in the face of much deter- 
mined opposition, the reorganisation of hospital 
services in Aberdeen. This reorganisation anticipated 
by several years the hospital clauses of the Local 
Government (Scotland) Act, 1929. Before that Act 
was passed, the poor-law hospital at Woodend had 
been transferred to the town council, run as an 
integral part of the city hospital services, and linked 
coéperatively with the Royal Infirmary and, for 
teaching and research purposes, with the University. 
Aberdeen in fact had already achieved what the 
Local Government Act contemplates for the rest of 
Scotland. This scheme of Dr. Kinloch’s was part 
of his wider vision of a regional organisation— 

achieved already in part—and of a service that put 
| all the facilities for modern methods of diagnosis and 
| treatment behind and at the disposal of the general 
practitioner. He never forgot, nor did he allow his 
colleagues to forget, that the essential foundation of 
a good medical service was the general practitioner. 
Hence his hopes of a revised medical curriculum, the 
range of service he provided through the Aberdeen 
laboratories, and many other seemingly unrelated 
activities. 

By 1928, when Sir Leslie Mackenzie retired from 
medical membership of the Scottish Board of Health, 
Dr. Kinloch’s selection for the post of chief medical 
officer to the Department which took the Board’s place 
was almost inevitable. He accepted the invitation 
of Sir John Gilmour, then Secretary of State for 
Scotland, to fill that office ; but he did so with some 
trepidation, for he loved the close contact with reali- 
ties which such work as superintendent of Aberdeen 
hospitals had given him. As chief medical officer for 
Scotland he was a success from the start. He reorgan- 
ised and strengthened the medical department and, it 

|may be said without disparagement of others, he 
humanised it, bringing it to a closer appreciation of 
the difficulties of medical men and other health 
| workers in the field. He worked always to a vision 


he was appointed in 1914 deputy medical officer | of a regenerated Scotland, and preached the Greek 
of health "Le the City of Aberdeen, and lecturer | ideal of physical and mental fitness. He was tor- 


in public health in the University. It was in | mented by the contrast between his dreams and the 
Aberdeen that he emerged as a force in public | law's delays, and the thousand and one petty impedi- 
health administration. The war, however, interrupted | ments in the way of realising them. This torment 
his work. In 1914 he joined the R.A.M.C. (Territorial), | flared out now and again; but it did not slacken 
and for three years commanded the Aberdeen Univer- | his grip on the wheel or divert him from the course 
sity Officers’ Training Corps. In 1918 he was in | he had set. By one means and another he communi- 
charge of a mobile hygienic field laboratory in France. | cated his vision to others, not least his colleagues and 
After the war he resumed his appointments in Aber- | assistants; he lifted the day’s effort out of the 
deen, becoming reader in public health in 1923, and | humdrum, and related it to an inspiring purpose. 

later in the same year succeeded Prof. Matthew Hay | Such a personality, with a creative imagination 
as medical officer of health and head of the Univer- | always in play, could not but influence the direction 
sity public health department. Dr. Kinloch carried | of policy even in the short space of three years. He 
to completion the work that Dr. Hay had begun, and | opened up new fields for the work of the Medical 
he broke into new territory in a way that established | Research Council in Scotland, and secured the 
Aberdeen as a pioneer city in public health adminis- | establishment of a scientific advisory committee to 
tration. He was an inspiring leader of a team, and | initiate and advise on medical investigations in 
the team-work of Aberdeen in research and adminis- | Scotland, and to relate the fundamental work in 
tration since Dr. Kinloch gave it impetus set the | biology and other sciences to the administration of 
pace in Scotland. The Aberdeen team’s studies in | the health services. Under his inspiration there is 
ultra-violet irradiation, dysentery, diarrhoeal diseases | in process all over Scotland a knitting together of 
in children, food poisoning, scarlet fever, measles, | all the health agencies towards the central purpose 
diphtheria, and maternal mortality have all affected | of attaining positive fitness in the people. Abroad 
public health practice. Dr. Kinloch was the first | he was beginning to emerge as an international 
medical officer in Scotland to carry out on a com- | figure in public health. He has left behind him 
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in the department in Edinburgh many projects and 
schemes and a whole stock of ideas in the rough. 
His death is a tragic loss. One administrative col- 
league summed up the general feeling in the depart- 
ment over his death by the remark: ‘‘ Kinloch is 
the one man among us who is irreplaceable.” 

His work and the loyalty and affection of his 
colleagues speak for Dr. Kinloch, the man. His 
faults of temperament and the defects of his qualities 
did not matter to those who knew his bigness and 
felt the warmth and generosity of his friendship. 
He inspired affection and returned it in good measure. 
He was something of an evangelist. ‘‘ It’s a religion 
Kinloch has given us and a religion: worth fighting 
for!’ was how a Scottish veterinary inspector 
reflected over Dr. Kinloch’s presidential address, 
entitled ‘‘The Science of Life,” at the Scottish 
Sanitary Congress 
pointer to the effect he produced in his public appear- 
ances. He was a born leader, and his death is a heavy 
blow to the medical profession and the public service 
of Scotland. 


WALTER SMYTH, M.B.R.U.I. 


Tue death took place on Jan. 24th, in a nursing 
home in Belfast, of Dr. Walter Smyth, superintendent 
of the County Antrim Mental Hospital, in his fifty- 
seventh year. Dr. Smyth took his medical course 
in the Queen’s College, Belfast, and qualified with 
honours at the early age of 21. Having acted as 
demonstrator of anatomy and physiology at the 
Queen’s College, he specialised in ophthalmology, and 
was appointed assistant ophthalmic surgeon at the 
Royal Victoria Hospital. After a few years he turned 
his attention to psychological medicine, and was 
appointed assistant medical superintendent of the 
Antrim Mental Hospital in 1899, and in 1930 became 
superintendent. Our Belfast correspondent writes :— 
‘“* Those who compare the up-to-date mental hospital 
at Antrim with the conditions which prevailed 
when he first went there can have some idea of what 
he accomplished. From the first his senior recognised 
his great capacity and allowed him ample scope for 
his gifts of organisation. He loved an outdoor life, 
and in the development of the farm attached to the 
hospital he found an additional outlet for his energies. 
Modest and unassuming he never sought the lime- 
light but was revered by all his medical colleagues 
and beloved by his whole staff.” 


THE LATE MAJ.-GEN. H. HENDLEY, I.M.S. 


Sir Leonard Rogers writes: I am glad of the 
opportunity to add a word of personal appreciation 
of Major-General Harold Hendley, I.M.S., to your full 
account of his long and varied service in India, during 
which he showed his competence in both military 
and civil positions, and eventually rose to high 
administrative posts. He was a typical example of 
the best type of I.M.S. officer in the palmy days of 
the service who was well-qualified to carry out most 
efficiently any of the multitudinous duties to fall to 
the lot of this service. His genial and kindly nature 
endeared him to all with whom he worked and played 
a large part in his suceess as an administrative officer. 
He saw much active military service in his earlier 
years and was thus well qualified to revert to 
administrative work on the military side after filling 
many important posts in the civil department of the 
Punjab. After his retirement he continued to take 
a deep interest in medical matters and regularly 
attended the Dufferin Committee meetings at the 


last year. This will serve as a 





India Office where I had the pleasure of working 
with him, and he was also associated with the work 
of the Order of St. John of Jerusalem. He will be 
much missed by his very numerous friends, while 
I do not think he could ever have had an enemy. 





PARLIAMENT 


NOTES ON CURRENT TOPICS. 





REASSEMBLY OF PARLIAMENT. 


Botn Houses of Parliament reassembled on 
Tuesday, Feb. 2nd, after the Christmas recess. 


THE TRADE BALANCE, 


In the House of Commons Major ELLiot, the 
Financial to the Treasury, informed Mr. 
DENMAN that the approximate amount of revenue 
received from the duties under the Abnormal 
Importations (Customs es) Act, 1931, to Dec. 31st, 
1931, was £290,000. 

In reply to Mr. LANsBuRY, Leader of the gel 
tion, Mr. MaAcDONALD, Prime Minister, said that the 
Government had been engaged during the recess in 
studying the trade balance of the country in all its 
aspects. It had been decided to introduce a Bill to 
deal with the matter, and the necessary financial 
resolutions would be by the Chancellor of 
the Exchequer on Th y, Feb. 4th. It was the 
intention of the Government to press forward with 
the Bill and place it on the Statute Book at the 
— chs BP on = the state a business 

ore r, pa y the urgency of passing 
the Trade Bill into law, the Government must regret- 
fully ask private Members to sacrifice their parlia- 
mentary time. 


TOWN PLANNING BILL. 


Sir E. Hizton Youne, Minister of Health, in 
moving the second reading of the Town and Country 
Planning Bill, said that all the great tative 
bodies of local government had approved resolutions 
calling for legislation of this kind. No less than 
18 private Acts had been conferring on 
particular local authorities powers similar to those 
which were being made general in this Bill. It was 
thought to be much better that those powers should 
be placed under the control of a public statute than 
that they should be conferred piecemeal by special 
private Acts. This Bill gave local authorities power 
to exercise reasonable foresight and control in plan- 
ning the development of their localities. It was not 
@ measure to confer arbitrary powers on a distant 
centralised office, but to put into the hands of the 
localities themselves powers of controlling their own 
destinies in these important matters. It was permis- 
sive in character. opulation had doubled during 
the lifetime of the present generation, and the over- 
crowding of the towns made planning and reorganisa- 
tion necessary to obtain more room for the people. 
The Bill would not impose restrictions on private 
enterprise, but it was intended to obtain the greatest 
measure of liberty and facility for private enterprise 
in development by means of t in relation 
to the surroundings of the neighbourhood. Further, 
the Bill would enhance amenities of life in the country 
by regulating, for instance, the number of houses to 
be put up and the space that should be reserved 
between them. The Bill would enable local authori- 
ties to extend town planning schemes to undeveloped 
land and to land already built over. Power was 
also given to ahead for public improvements. 
Bigger areas hitherto would come under the 
scope of regional planning, and local authorities 
would be enabled to deal with ribbon development by 
means of zones and restrictions, &c. 

Sir S. Cripps intimated that the Opposition would 
support the Bill. 
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Sir WALKER SMITH moved the rejection of the 
Bill on the ground that, apart from the fact that 
there was far more important business to occupy 
Parliament at the present time, the measure was 
unnecessary, and indeed contrary to the public 
interest. 

Lieut.-Colonel FREMANTLE said that the Bill was 
pd ern! way to preserve the countryside. It was 

to have some kind of control to deal with 

men Phavdamaian It was economical to look 
ahead. They must have this combination of social 
effort together with individual effort as civilisation 
advanced. He urged Members of the House to 
recognise that this Bill was the culmination of a 
general agreement among those who had studied the 
question. He had been asked by the London County 
Council to say that they gave their general support 
to the second reading of the Bill, although they 
reserved the right to suggest certain amendments. 

After further debate the motion for rejection 
was negatived,and the Bill was read a second time 
without a division. 


MEDICAL NEWS 


University of Cambridge. 


On Jan. cm the following degrees were conferred :— 
M.D.—F. W. Law 
M.B, © BChie —w. E. jj apente - V. Lucas, G. T. Cook, 
Joseph Comore and in 
.B.—E. H. W. Lyle, ae i i Houghto on. 
B Chir. —John Hughes, J. B. Tracey, M. A. Rushton, and 
W. A. C. K. Nanka-Bruce 


oe College of Physicians of London. 
At a meeting of the Coll on Jan. 28th, with Lord 
Dawson, the President, in the chair, the following candidates, 


having satisfied the Censor’s Board, were admitted to the 
i — 








Charles drews, M.D. Belf., Philip Shaw Bell, 
M.B. Lond. “Cyril Frank Comin "M.D. Lond., Manec Merw: 
Cowasijee, ‘MB .-Lond., John Davies, M.D. Lond., Mas 
Mackenzie Deane, M.B. Melb., Guy Abercrombie Elliott M. B. 
Cape Town, Richard White Bernard Ellis, M.D. Camb., Harley 
Jo Enniss, M.B. Melb., John Caradoc rene, we Fok 
Bertram Fernando, M. > Lond., Altred White 

- illiam James B. Toronto, 
, hn Gordon 
M.D. Leeds, H Hethr n, M.B. Toronto, Edward 
Weston Hurst, -D. Birm., avid William Stuart Kaye, 
M.B. Lond., Joseph rosea, & Landor, M.D. Lond., Marjorie Low, 
D Anne Lo tise McIlroy. M.D. Glas; — bh 
M.B. Lond., Adolf » #5 brecher, M-B B. Lo 
Thomas Glentworth Reah, M.B. Camb., its, MDS anaes 
M.B. Sydney, Walter Morrell Robe D. iD. Mach, John 
Guyett Scadding, M.B. Lond., Mazhar ee, at 
Punjab, Neville Alexander Dyce Sharp, L. Re Ore Mary Broad 
foot Walker, M.B. Edin., Edward Johnson —_—_ DIB. Leeds, 
and Alexander Duncan Shanks Whyte, M.B., 


Licences to practise were conferred upon pe von 
(78 men and 17 women) who have completed the Final 
Examination of the Conjoint Board and have complied 
with the by-laws. The following are the names and medical 
schools of the successful candidates, viz. :— 

G. Aster, os ons Univ. Coll.; H. C. Bamford, *. 


ker . Thomas’s ; i. F. 
a; H. 4 Manchester; H. Blumoviteh, 
St. Bart.’s; L. ‘Bowe Bart.’s; F. E. Buckland, Oxford 
C. Budetrl, M.D. Geneva, London; A. 

. , 4, * Bristol ; Winifred M. Burb ury, Camb. 
and Leeds; G. W. Causey, Liverpool; M. _Chalkowski, = 

rge’s; T. A. L. Davies, St. Thomas’s; Jane 
~~ . ©. T. Du on Witwatersrand and St. 
+ ae ' Evans Camb. and St. "Mary’s ; ennie G. Evans, 
H. T. Gib na tae St. Macatee B. Gilbert, 
St. Thomas's; A. M. Gill, diesex; Rachel N. Gillespie 
L.M.S.8.A., Royal Free; 'A. 
F. J. 8. Gowar, ddlesex ; L. E 
M. Handfield- Jones, Oxford ; Joan G. Harcourt, Ro 
D. S. Hayes, St. Bart.’s; 8. T. Hayward, St. Bart.’s; C. L: 
Heanley, Camb. and London ; Ww. P. Hedgcock, St. Thomas’s ; 
omas’s . Ho London ; 


, Camb. and Guy’s; Ethelberta M. 
Ie Tew, Royal Free ; Jane 8. McDowell, 


A. Mayne, Camb. and St. Th homas’s ; ; 
E. as yp ae Irene P. ww King’s Coll. ; 
air, oral Pree RSD Free; P. — , Madras 


Birmingha . Owe ag oii & Mary’ Roi 
nD an 8; 
Patel, — Th, and Birmingham ; Pedy, Mid 
E. D. Portman, Manc | b. “Rangoon, 
Char Cross; G. Ramage M.B. Manch. ; Reeve, 
Westusineter ; rE. R. B. Repnolds, St. Thomas's ; 7 treme P. 
Rowlands, Charing Cross G. Roberts, St. 8; H. 
Rosenberg, Guy’s ; H. W. Salmon, Middlesex ; J. L. 8. Scott, 
Camb. and St. Bart.’s ; Cc. K. Shain, Leeds; R. 2 Poumiin’ 
St. Mary’s; R. E. H. Simpson, St. “Thomas's; E. R. Sinton, 
wh. i OA w. L. ‘Sight, 1 Bristol; W. Smith, L.D.S., 
ed W. P. Stamm uy’s ; Joan W. Stelter Live: 1; 
Stratford, Univ. Coll. ; i, G. H. Taylor, Guy’s; H. c. M. 
Walton Camb. and St. M ; Clara M. Warren, Royal 
Grace E. Watson, Royal H. A. T. Wells, L moe 
Madras and Guy’s; Shirley E. Whitaker Univ. Cou. 3 H. T. 8. 
Wise, puss Coll.; F. H. Wood, Birmingham ; 3 . Woolley, 


The undermentioned vo eros were conferred (jointly 
with the Royal College of Surgeons) upon the following 
candidates :— 
Diploma in An ag eS. F. Bramley, J. E. ae. 
M.M.D. Chughtai Consul, Doris V. Do -Norman 
Ruth C. Finn, R. c. shane P. M. Kaul, Dorothy 
Janet M. M. Macmillan, L. D. Richards, F. A. H. 8 eee 


Diploma in I. and Otology.— Apte, M. 

y. Chitale, NM, Cuthbert, H. J. + kK. W. Ingle. 
Y. Khwaja, D. A. P. Macalister, N. D. Matson, C. K. Cc’ 

ies, B . F. Niblock, E. R. G. Passe, M. A. H. Siddiqi. 


Di AA Medicine.—C. E. Allen, J. C. Batt, 
F. jH;,c, ecele, C. 1. C. Burns, i. N. Butier, Irene 
Dixon, W v3. McOulley, F Mesa. J. H. Mulvany, 


. we pontoonte, a G. C. Young. 


Sir John Rose Bradford was elected a Member of the 
Executive Committee of the Imperial Cancer Research 
Fund. Dr. Arthur Shadwell was re-elected the College 
representative on the Council of the Queen’s Institute for 
District Nursing, and Dr. H. Charles Cameron was appointed 
a representative on the Child Guidance Council. 

The Milroy lectures, on the Réle of the Hemolytic 
os tococci in Infective Disease, will be delivered by 

Cyril Okell on Feb. 18th, 23rd, and 25th, the 
Gouitotlan lectures on the Pathology and Treatment of 
Anemia, by Dr. J. L. Witts, on March Ist, 3rd, and 8th, 
and the Lumleian lectures on the Borderlands of Medicine, 
by Dr. C. E. Lakin on March 10th, 15th, and 17th, all at 
5 p.m. at the College, Pall Mall East. 


Society of Apothecaries of London. 

At recent examinations the following candidates were 
successful :— 

Su .—R. R. Clipstein, St. Mary’s Hosp., and R. F. Hawke, 


London Hosp. 
Medicine.—G. N. Hughes, St. Mary’s Both Lloyd, 
Middlesex esp. 


Royal Colleges, Edinburgh and H. C. Pain 


Forensic Medicine 
W. E. 4 Agi St. Mary’s Hosp. 
Hosp. iJ 8. Lloyd, Royal me 
n’s Univ. Belfast ; . Norton, Univ. of Shetield : 
. Rivlin, Univ. of Frankfort and Middlesex Hosp.; and 
L. G. Yendoll, Guy’s Hosp. 
ap oad tl Crowther, Guy's Hosp. ; M. Ditton, Univ. of 
— Royal Free Hosp.; and eh Joyce, St. Bart.’s 


Hrke following candidates, hexing completed the final examina- 
tion, have been granted the diploma of the Society entitling 
them to practise medicine, surgery, and midwifery :—M. Ditton, 
R. F. Hawke, and B. Rivlin. 


National University of Ireland. 


On Jan. 16th the following degrees and diplomas were 
conferred in University College, Cork :— 

M.D.—W. H. Kelleher. 

M.A.O.—D. St. A. Atkins. 

M.B., B.Ch., and B.A.O.—P. J. Burke, C. J. Callanan, E. F. 
McCarthy, P. M. MeSwiney, J. J. Mur phy Thomas Nunan, 
Patrick ‘Donnell, John Walsh, and W. vhelto 

B.Sc. (Public Health).—Mary C. Cross and P. Fr. Fitzpatrick. 

D.P.M.—C. B. Molony. 


Central Association for Mental Welfare. 


A course of lectures and clinical work on Mental Defi- 
ciency and other Mental Conditions closely allied to it has 
been arranged by the University of London Tutorial and 
Extension Classes Council in coéperation with the Central 
Association for Mental Welfare, and will be held, if —- 
app plications are received, from April llth to 23rd at t 

niversity of London, South Kensington. It is intended 
tor quali medical practitioners, and will be based on 
the requirements for the University of London Di — 
in Psychological Medicine. Communications should 
addressed to Miss Evelyn Fox, c/o University Eatension 
Department, University of London, Imperial Institute- 





Cross ; 
G. McGrath, Manchester; N. F. ba ae Mi dlesex ; 


. G. C. Martin, Camb. and Manchester yall, Camb: 








road, South Kensington, S.W. 7. 
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Medical Society of London. 


In view of the present economic condition of the country, 
the annual dinner of this society will not be held this year. 


French Ophthalmological Society. 

This society is holding its fiftieth anniversary meeting 
from July 18th to 21st. It is to be the occasion of special 
celebrations. Requests for information should be sent to 
Dr. René Onfray, 6, avenue de la Motte Picquet, Paris VII. 


University of Durham College of Medicine. 

Twelve lectures and "~~ on Diseases of 
Children are being given by Dr. J. C. ~ oe on Thursdays 
at 4 P.M., inning on Feb. 4th, at the Babies’ Hospital 
and Royal Victoria Infirmary, Newcastle. Particulars 
may be had from the Registrar of the College of Medicine. 


Abernethian Society. 

Prof. Hugh Cabot of the University of Michigan has 

promised to give the summer sessional address to the 
A besmethien Society, St. Bartholomew’s Hospital, on 
Thursday, April 14th. His subject will be Further Travels 
with the North American Indians, and the address will be 
given at 8.30 P.m. in the medical and surgical theatre. It 
will be illustrated by a film. 


Institute of Psycho-analysis. 


A course of lectures is being given to medical practitioners 
and students, under the auspices of this Institute, at the 
London Clinic of Psycho-analysis, 36, Gloucester-place, W. 1 
on Friday eveni at 8.30 p.m. during February. The 
lecturer, Dr. John Rickman, will deal with Psycho-analytical 
Contributions to Psychiatry, and it is proposed to give time 
to discussion and questions at the close of each lecture. 


Medical History for Nurses. 


A course of informal lectures on medico-historical topics 
to the nursing staff of the East London Children’s Hospital 
was inaugurated on Jan. 29th by Mr. Wilfred Trotter, 
F.R.S., who took the chair for a lecture on “ The Drama of 
Appendicitis : the Stage and the Actors,’”” by Dr. W. R. 
Bett, late house surgeon and casualty officer. A vote of 
thanks to the chairman and to the lecturer was pro 
by Sir Ernest Graham-Little, an ‘“ old Shadwellian,” and 
heartily carried by a large and appreciative audience 
which included Sir Buckston Browne, Sir D’Arcy Power, 
Mr. Warren Dawson, several members of the visiting staff, 
and nurses from the hospitals in the neighbourhood. 


Births, Marriages, and Deaths 


BIRTHS. 


BLAXILL.—On Jan. 30th, at Crinnis House, Southend-on-Sea, 
the wife of Bernard Blaxill, M.A., M.B., of a daughter. 
FLEMING.—On Jan. 31st, S y-road, N.W., the wife of 

Dr. Gordon Fleming, of a da 
RvussELt.—On Jan. 24th, at a n - ae Bradford, the wife 
of Henry Stewart Russell, .. Ch.B. kroyd, 
-lane, Bradford, Yorks., ughter. 
Wuson.—On Jan. 26th, 1932, at 45,’ High-street, Harrow- 
on-the-Hill, to Ruth, wife of Henry ‘Wilson, M.B., M.R.C.P. 


—a son. 
MARRIAGES. 


PURVES—MACWHIRTER.—On Jan. 28th, at 
Church, Kenneth MacLennan Purv 








pbbete dg 
es, M.B., me Hd 
Chagford, Devon, to Catherine Marian Wer cote 


da ter of M 
yhirter. 


YLING.—On Jan. 27th, at Great Postingten, 
Edward Dale be: 


r. W. MacWhirter and the late Elizabeth 


ROBERTS—A 
ony Smear. Michael Roberts. M.B. Cam 
Christabel, younger daughter of Sir William Gee 


to Mary 
L.C.8. ( s. (Retired). 
DEATHS. 


Hore Fow.Ler.—At a nursing home, on the 27th * Julia, 
dearly beloved wife of Dr. Wut. Hope Fowler, 8, idmar- 
drive and %e Walker-street, Edinburgh, y ae daughter 
of the late James Cant, Esq., of Ore Bridge, T ornton, Fife. 

GLASIER.—On Jan. 29th, at Cedar Tree House, MaGees ceed. 
Cambri oward Glasier, M.A., 


’ aged ger The Salterns, 
South Hayling Island, ower, Galbraith held, M.B., C.M., 
late of Surbiton and London, in his 66th 
=. a Jan. 28th, at Bruntsfield-crescent, 
F. Re c PK ee oor ae” mitaker, ~ “Raspes tal 
urer oO my, ons’ 
dinburgh, = his 85th year. 


Pr art 9 al grater the insertion Notices 
Birthe, Marrteose. and nd Deaths. ” wad 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if ii reaches 
us later than the first post on Wednesday morning. 


SOCIETIES. 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
Monpbay, ae 8th.—5 P.M., UNITED SERVICES (at the 
oe A , 2 College, Grosvenor-road, 8.W.). 
- at . R. Galwey : Some Medical EAS 
ae) yc Tea will be served in the 
Meas rx! 4.3 


TUESDAY.—5 P.M., THERAPEUTICS AND PHARMACOLOGY. 
Discussion : Inv tion and Treatment of Certain 
aa of Disease Muscle =e Nerve. Openers: 

Cc. Wampeon and Dr. C. Warner. Other 
8 obetien will take part. 8.30 P.M., PSYCHIATRY. 
per: Dr. Edward Glover: The Principles of 


Psychiat ation. 

FRIpAY.—5.30 P.M., CLINICAL. Cases: 4.30 P.M. Dr. 
J. F. Halls Dally : 1. bg Bifida and Hypertrichosis. 
Ir. ae 2. Milroy’s Disease. . Terence 





Mye 
penehenion of Aorta and Myocardial Disease. 
Dr. F. Parkes Weber : 4. Pernicious —— 5. Ortho- 
static (Edema. Dr. Hugh Stones 6. Neoplasm of 
sang. Mr. Harold Edwards : 7. Hemoly Qo oma. 
my for Carcinoma. 
—_ 5 Dr. J. D. Rolleston: 1 
tic 2, H. Avery: 
Pulses. 8.30 P.M., OPHTHALMOLOGY. 
Deposits in t 
Ernest 3 i oo on Tay’ 8 Guttate 
Choroiditis.. Cases: Mr. Gayer M 1. Con- 
nital Hypoplasia. of on Facial and Oculomotor 
Yuclei in Association with other Congenital Abnor- 
malities. Miss Rosa Ford : Pigmented Cyst in the 
Iris. 3. Dislocated Lens which has been in the Anterior 
Chamber for Two Years. Other cases will be shown. 
HARVEIAN SOCIETY OF LONDON. 

THURSDAY, Feb. 11th.—8.30 P.m., Discussion in Paddington 
Town all a, i. Value of Endoscopic Methods. 
Geonens 3 Mr. E. Negus (Trachea and Bronchi) and 
Mr. H. 8. Souttar "(CEsophagus). 

MEDICAL SOCIETY OF LONDON. 

Monpay, Feb. 8th.—8.30 p.m., Discussion on Chronic Toxic 
Chol:cystitis. (Openers: Mr. Harold Dodd and Dr. 
Arthur Davies.) 

WEST LONDON i SOCIETY. 
th Dinner Meet: at the 
" Public Health Work 
lationship to the “General Practitioner. 
Openers: Dr. J. B. Howell _" Dr. James Fenton. 
PADDINGTON MEDICAL SOCIET 
TvuEsDAY, Feb. 9th.—9 P.M. (at the Great Royal 
. a en oe Se man : he 
pe he Rheumatic 9 . The 
address will “y illustrated by a film. 
BIOCHEMICAL SOCIETY. 

Fripay, Feb. 12th.—5 P.M. (at the Lister Institute, Chelsea 

Bridge-road, S.W.). Communications. 
WEST KENT MEDICO-CHIRURGICAL SOCIETY, Miller 
General H » Greenwich, 8.E. 
Fripay, b. 12th.—8.45 P.m., Dr. W. Smith: 
Pathology Can Help the Clinician. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s 
Inn Fields, W.C. 

Monpay, Feb. 8th.—5 P.m., Dr. J. A. Ryle: 
History of Duodenal Ay 

WEDNESDAY.—5 P.M., oe A. Harris: Comparative 
Anatomical Aspect of 3k with Special Reference 
to Bone Growth. 

Fripay.—5 P.M., Prof. Harris (second lecture). 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 

Monpbay, Feb. 8th, to SATURDAY, Feb. 13th.—MEDICAL 
Society OF LONDON, 11, dos-street. ae 
square, W. Wed., Maurice Davidso The 
Treatment of General M —_ of the Phthisical 
Patient, 4 P.M. Open to mbers ov: —KINe’s 
CoLLece HosprraL, Denmark Hill, S.E. Thurs., 
3-4 P.m., Cardiology Demonstration Dr. Terence 
East.—StT. Pavu.’s Hospirat, Endeli-street, W.C, 
Fri.,3 P.M., Demonstration of Genito-urinary Cases by 
Mr. Maicoim Simpson.—HospPITraL FOR CONSUMPTION, 

. Post-graduate Course in Diseases of the 

Chest. All day.—CHELSEA HosPITaAL FOR WOMEN, 
Arthur-street, S.W. Post-graduate Course in Gynreco- 

All day. —StT. Jonn’s Hospirat, Leicester- 

square. Post-graduate Course in Dermatology. 

Daily at 2 and 6. ures, 5 P.M. Tues. and Thurs.— 
ROYAL FREE Hospirat, Gray’s Inn-road, W.C. Fri., 

5 p.m., Antenatal Demonstration by Dame Louise 

Mcliroy. Further particulars from the Fellowship. 
UNIVERSITY COLLEGE HOSPITAL MEDICAL SCHOOL, 
University-street, W.C. 

eee Feb. 9th.—5.15 P.M., Prof. A. E. Boycott: 


How 


Natural 





ypertrophy and Atrophy. 








ip 
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CHARING CROSS HOSPITAL a eo SCHOOL. 
SunpDay, Feb. 7th.—10.45 a.m., Dr. . Smith : “Angina 
Pectoris. i, 45 a.m., Mr. “EB. A. “Gans Diagnosis of 
Diseases of the Rectum. 


KING’S CLLEGE HOSPITAL MEDICAL SCHOOL, 
mmark- 
THURSDAY, Feb. 11th.—9 P.m., Mr. J. B. Hunter: Chronic 
Appendicitis. 


ST. BARTHOLOMEW’S HOSPITAL MEDICAL COLLEGE, 
West Smithficld. 
Monpbay, Feb. 8th, and following Taurs. and Fri.— 
5.30 p.m., Dr. L. Findlay: Feeding and Nutritional 
Disease of the Infant. 


GUY’S HOSPITAL, London Bridge, 8.E 
Monpay, Feb. Sth.—5 p.m., Prof. H. . Harris : The Use 
of X Rays in Physiological watt 


ROYAL NORTHERN HOSPITAL, Holloway road, N. 
TUESDAY, Feb. 9th.—3.15 P.M., "Dr. B. Williamson: Heart 
Fa‘lure. 
tty GENERAL AND NORTH-WEST LONDON 
Wesuaser, Feb. 10th.—4 P.m., Dr. S. Wallis: Arti.icial 
Pneumothorar. 


NATIONAL HOSPITAL, Queen-square, W.C. 





Monpbay, Feb. 8th. ey P. a Dr. Riddoch: Out-patient 
Clinic. 3.30 Dr. Symonds: Disseminated 
Sclerosis and Allied - -""¥ 

TUESDAY.—2 pP.M., Dr. Walshe: Out-patient Clinic. 


3.30 P.M., Dr. Grainger Stewart: Vascular Lesions 


of the Spinal Cord. 
WEDNESDAY.—2 P.M., Dr. Martin: Out- ones Clinic. 
innier W Out-patient 


THURSDAY.—2 P.M., 
Cerebral Sclerosis 
of Childhood. 


Clinic. 3.30 P. M., Dr. Critchley : 
FrIpAy.—? P.M., Dr. Adie: Out-patient Clinic. 3.30 P.m., 
Dr. Walshe : Cerebral Tumours. 


cary. OF LONDON MATERNITY HOSPITAL, City-road, 


THURSDAY, Feb. 11th.—5.30 P.m., Dr. 8S. Owen: The 
Newly-born Baby. 
ST. PETER’S HOSPITAL, Henrietta-street, W.C. 
WEDNESDAY, Feb. 10th.—3 P.m., Mr. A. H. Harkness: 
Treatment of Acute Gonorrhea. 
ST. MARK’S HOSPITAL, City-road, E.C. 
THURSDAY, Feb. 1ith.—4.30 P.m., Mr. C. N. Morgan: 
Surgical Anatomy of the Rectum, &c 


- DON SCHOOL OF DERMATOLOGY, St. John’s Hospital, 
9, Leicester-square, W.C 
TuFspay, Feb. 9th.—5 P.M., Dr. — G. Semon: Diseases 
of the Buccal Mucous ‘ena 
THURsSDAY.—5 P.M., Dr. > Haldin- Davis : 
Prurigo, Lichenification. 


SOUTH-WEST LONDON POST-GRADUATE ASSOCIA- 
TION, St. James’ Hospital, Ouseley-road, Balham. 
WEDNESDAY, Feb. Dr. H. W. Barber: 
Common Skin Diseases. 


CENTRAL LONDON sane. NOSE, AND EAR HOS- 
PITAL, Gray’s Inn-road, 

i Feb. 12th.—4 aS ‘Mr. N. Rankin: Differential 

Diagnosis in a Case Complaining of Nasal Discharge. 
— AL SOCIETY OF INDIVIDUAL PSYCHOLOGY, 
Chandos-street, Cavendish-square, W. 

“han RSDAY, Feb. 11th.—8.30 P.m., Dr. James Young: 
Individual Psychology and its Philosophical Implica- 
tions. 

NATIONAL COUNCIL FOR MENTAL HYGIENE, 

WEDNESDAY, Feb. 10th.—5.30 P.M. (at 11, Chandos-street, 
Cavendish-square, W.). Mr. George Ives: Penal 
eaengeort of the Past and Present. 

ST. MARY’S ) ROGET ALS, pene hester. 

Fripay, Feb. 12th.—4.15 P.M. (at the Whitworth-street 
West Hospital), Dr. Lacey and Dr. Addis: Ante- 
natal Demonstrations. 


ROYAL INSTITUTE OF PUBLIC HEALTH, 37, Russell- 
square, W.C. 
WEDNESDAY, Feb. 10th.—4 P.m., Dr. M. B. Ray: Pre- 
vention and Treatment of Industrial Rheumatism. 
FACULTY HALL, St. Vincent-street, Glasgow. 
TueEspay, Feb. 9th.—4 P.m., Dr. D. Baird: Infective 
Conditions of Urinary Tract during Pregnancy, &c. 
EAR, NOSE, AND THROAT HOSPITAL, Glasgow. 


WEDNFSLAY, Feb. 10th.—4.15 P.mM., Demonstration by the 
Staff. 


Pruritus, 








INDEX TO “ THE LANCET,” Vot. II., 1931. 


THE Index and Title-page to Vol. II., 1931, which 
was completed with the issue of Dec. 26th, is now 
ready. A copy will be sent gratis to sub- 
scribers on receipt of a post-card addressed to the 
Manager of THE LANCET, 7, Adam-street, Adelphi, 


W.C.2. Subscribers who have not already indicated 
their desire to receive Indexes regularly as published 
should do so now. 





APPOINTMENTS.—VACANCIES, 
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Fraser, K., M.B., Ch.B. Aberd., D.P.H., has been appointed 
Medical’ Officer of Health for Cumberland. 

HAMILTON, D. R., M.B., Ch.B. D.P.H. Glasg., D. P.H., Medical 
Officer of Health for Shipley. 

HENDRY, M.D., B.S. Lond., one of the Medical Referees under 
the Workinen” ~ “Compensation Act for the Districts of the 
sg a 4 and a Boge © Coumt? Sa Courts (Circuit No. 23). 

SANKEY, J S. Eng., heen for out- 
. "Gaunt 8 Hospital, Birmi ingham 
TROM-OLSEN, Rouir, M.B., B.Ch., D.P.M., ” Senior Assistant 
Medical Officer, Cardiff City Mental Hospital, Whitchurch, 
near Cardiff. 


Vassiiites 





For further information refer to the advertisement columns. 


Ards District Hospital, Northern Ireland.—M.O. £500 
District Infi .—H.S. At — > of £150. 


Ashton-under-Lyne, 

‘Auckland General Hospital, New Zealand.—Med. Supt 
Birmingham, —~ » X Oak Hospital. me 24 
Birmingham and Midland Eye Hospital .— Surg. 2150. 


Bradford a ae os , St. Pen P.c and 
8."s. at me of £20 


Brighton, New Sussex Hospital, for Women and Children.—H.P. 
and H.S. Each £100. 
, Sussex ; ~ Hospital. —Hon. Asst. Anesthetist. 
Brighton, Sussex Maternity and Women’s Hospital.—Res. H.S 


£130 
British Institute of Rad , 32, Welbeck-street, W.—Sub-Editor. 
‘ambridge, Addenbrooke’ —H.P. At rate of £130. 
Cardiff, Canton Medical Relie, District. —Temp. M.O. £200 
Central London Throat, diese, and Der Bou, Gray’s Inn- 
W.C.—Asst. Surg. Also Third Res. 8. At 


ospital.— Res. M.O. £350. 


: £150. 
ital.—H.8. At rate of £160. 
peer. Saat eee eer Ohi 8. £200. Also A H.S. #£170. 
East H for Children, Shadwell, E. Dermatologist. 
Great Yarmouth General Hospital.—Sen. and Jun. H.S.’s. At 
rate of £150 and £140 Sempeusively. 
ae for Consumption and Diseases of the Chest, Brompton, 
S.W.—Asst. for Dept. of Pathology. £350. Physician. 
Riso Asst. Physician. 
Hospital for Sick Children, Great Ormond-st.,.W.C.—Cas.O. £400. 
Kendal, Westmorland County Ho —H.S. At rate of £200. 
Kettering and District General Hospital.—Res. M.O. At rate 


of £200. 
Liverpool Ro Children’s Hospital.—Two Res. M.O.’s_for 
eswall Branch. Each at rate of £120. Also Two Res. 
H.P.’s and _ Res. H.S.’s for City Branch, Myrtle-street. 
Each at £100 
Lheargee, Royal Southern Hospital.—Cas. O. At rate of £100. 
Two H.S.’s, M.O., and Res. Anesthetist. Each at 
rate of £60. 
— University. Jun. Lecturer for Dept. of Pathology. 
E300. 
London Hospital, E.—Moed. First Asst. and Reg. £300. 
Lucknow University.—Professor of Anatomy. Rs. 1000-50- 
1400 per mensem.,. 
7 oe he —— —Two H.S.’s. Each at rate of £100. 
Also Mec ge. 
Manchester Hospital by ane ion and Diseases of the Throat 
and Chest.—Res. M.O. for In-patient Dept. £200. 
Manchester and Salford, Hospital for Skin Diseases.—H.S. At 
rate of £100. 
Metropolitan Hospital, Kingsland-road, E.—Surgeon. 
Song ae tum, Royal Victoria Infirmary.—Jun. Surg. 
Reg. £150 
Norwich, Norfolk and Norwich Hospital.—H.S. #2120. 
Nottingham Children’s Hospital.—Res. H.P. "At rate of £150. 
i General Dispensary, Broad-street.——Res. Surgeon. 


£: 
Nottingham Hospital for Women.—H.S. At rate of £150. 
Oldham, Boundary Park Municipal Hospital. —Res. Asst. M.O. 
£200. 
Paddington Green Children’s Hospital, W.—Hon. Dental 8. and 
Hon. Surgeon to Out-patients. 
ees National Orthopedic Hospital, 234, Great Portland-street, 
’.—Hon. Dental Surgeon. 
Royot w —— Hospital for Children and Women, Waterloo- 
road, S.E.—Hon. Ophthalmic Surgeon. 
St. Thomas's “Hospital. —Phys. to Out-patients. 
Salford Royal Hospital.—Gen. Srqt- 92 —“ Sec. £600. 
Salisbury, General Infirmary.—H 50. 
Southern Hospital, Dartford, Kent. aoe ied. Supt. £1100. 
South-Eastern Hospital for Children, Sydenham, S.E.—Res. M.O. 
At rate of £100. 
South-Western Fever Hospital, London-road, Stockwell, S.W.— 
Res. Med. Supt. £900, 
sine Breconshire, South Wales Sanatorium. — Asst. Res. M.O. 


Tunbridge Wells and Counties General Hospital.—H.S. £160. 
Walsall General Hospital.—Hon. a Surgeon. 

West London Hospital, Hammersmith-road, W .—Non.-Res. Cas. O. 
£250. Hon. Obstet. Reg. Also Hon. Asst. A neest hetist. 
Willesden General Hospital, Harlesden-road, N.W.—Hon. 2nd 

Radiologist. 
The Chief Inspector of Factories announces a vacancy for a 
Certifying Factory Surgeon at Chipping Norton. 
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THE TREATMENT OF PERSISTENT 
OFFENDERS.* 


By HAROLD FREIZE STEPHENS, M.R.C.S., 


MEDICAL SUPERINTENDENT, COLESHILL HALL COLONY, 
NEAR BIRMINGHAM. 





THE ‘‘ somewhat serious disturbance ”’ that occurred 
recently at the Dartmoor Convict Prison should 
serve to emphasise the need of dealing more effectively 
with the persistent offender, especially in the days of 
his youth and before he has begun that career of 
anti-social activity which renders him a nuisance and 
a menace to the State. 

For all practical purposes persistent offenders 
may be divided into two groups: the persistent 
petty offender and the habitual criminal. The first 
group contains that heterogeneous collection of 
weak-minded persons that has always been found in 
prison, and for whom a modified prison discipline has 
parr ac evolved. Some of these persons become 
certifiable under the Lunacy Acts and are transferred 
to mental hospitals, but for the majority of them 
special observation and training has to be provided. 
Since 1914, however, a large proportion of these 
weak-minded offenders, who were continally in and 
out of prison, have been dealt with under the Mental 
Deficiency Acts. These Acts have proved a great 
boon to the Prison Medical Service. They set 
up new standards to which persistent offenders could 
be referred and by means of which they could be 
examined and judged. It is computed that since 
they came into operation in 1914 the daily average 

rison population has been reduced by at least 200. 

uch more remains to be done in this ne oy The 
shortage of institutional accommodation for mental 
defectives throughout the country is still very serious. 
The absence of such provision is directly responsible 
for many of these unfortunate persons ing into 
crime and is a grave injustice to them. The present 
position is most unsatisfactory, and in the public 
interest it is very necessary that the local authorities 
should endeavour to cope with it as soon as possible. 


The Weak-minded Offender. 

Some of the earlier workers under the Mental 
Deficiency Acts were inclined to go to extremes, and a 
few years ago it was asserted that a very large pro- 
portion of all offenders were mental defectives. 
Careful examinations since then have shown that 
these statements were e rated. Without such 
examinations, however, this knowledge could not have 
been obtained. There is in our prisons to-day a 
considerable class of the persistent petty offender, the 
members of which manifest some mental abnormality 
that does not render them capable of bei dealt 





training in our local prisons. A panel of psychological 
advisers, composed largely of medical psychologists, 
should prove to be equally valuable. 

The psychological understanding of the persistent 
offender should begin, however, before his entry 
into prison. Our stipendiary magistrates and our 
justices of the are second to none in their 
appreciation of this fact and of the value of dealing 
with the individual rather than with the offence. 
It is desirable, therefore, that they should have the 
assistance of specially qualified social workers, of 
psychiatrists and physicians, in order that they 
may be provided with reliable reports of the physical, 
papehoteiet, and environmental aspects of the 
offenders with whom they have to deal. Towards 
the same end codperation should be established 
between our courts and the early treatment centres 
now being instituted under the Mental Treatment 


Act. 
Supervision and Training. 


The second group of persistent offenders is com- 
posed of the habitual criminals. These are dealt with 
to-day in accordance with the requirements of the 
Prevention of Crime Act, 1908, as amended by the 
Criminal Justice Administration Act, 1914, and the 
Indictments Act, 1915. The Prevention of Crime 
Act, 1908, consists of two parts. Part I. is concerned 
with the reformation of young offenders and initiated 
“the Borstal System.” Part II. introduces the 
principle of ‘“‘ preventive detention ”’ in the treatment 
of the habitual criminal. The Borstal system deals 
with persons of 16 to 21, and may be extended to 
those of 23 years of age, where such persons are 
convicted on indictment of such offences as render 
them liable to be sentenced to penal servitude or 
imprisonment, and it appears to the Court that, 
by reason of their criminal habits or tendencies, or 
because of their association with persons of bad 
character, it is expedient that they should be subject 
to a period of training in a Borstal institution, such 
period being for not less than two nor more than 
three years. Preventive detention is applicable 
to those persons who since attaining the age of 16 
years have at least three times previously to the 
conviction of the crime with which they are charged 
been convicted of a crime, and it is found that they are 
leading persistently a dishonest or criminal life. 
By the system of preventive detention habitual 
criminals sentenced to penal servitude can receive for 
the protection of society an additional sentence of 
prolonged seclusion under less rigorous conditions 
in a special establishment for a period of not less 
than five and not more than ten years. 

The Prevention of Crime Act, 1908, therefore, is 
capable of dealing with offenders from the age of 16. 
English law, however, has provided for their treat- 
ment before that age. Thus, ‘“ delinquent ’’ children 


with either under the Lunacy or the Mental Deficiency | under 12, or under 14 if not previously convicted, 


Acts. New definitions and standards would appear | an 


** convicted ” children over 12 and under 16 


again to be required. These can be attained only | at the time of conviction may be sent for training in 


by a series of investigations by trained observers, | a Home Office school. 


The Probation Acts, moreover, 


and it is desirable that this research work should be | may be invoked on behalf of children of all ages. 


undertaken as soon as possible. 


| 
| 


Means accordingly are available for the satisfactory 


Our Prison Medical Service is probably the finest | supervision of a possible persistent offender from an 


in the world. Its officers pay special attention to 
the study of psychology and of mental disease and they 
are a devoted band of workers. At best, however, 
their experience is limited, and they certainly would 
be the first to welcome consultative codperation 
with recognised experts outside the Service. Such 
professional assistance should be available for their 
use not only for the research work here suggested 
but on all occasions on which it may be necessary. 
For some years now a panel of educational advisers 
has afforded useful assistance in connexion with the 


* Based on a paper prepared for the National Counci) for 
Mental Hygiene, and submitted on their behalf to the Com- 
mittee on. Persistent Offenders appointed by the Home Office. 





| 


| 


early age. 

Unfortunately, in many cases these facilities have 
not been used, and in many others the valuable 
institutional training thus provided has been delayed 
unduly long. Many have been placed on probation 
who should have mn committed to Home Office 
schools or Borstal institutions. Many have been 
sent to Borstal institutions who would have had a 
better chance of reformation had they been sent to 
Home Office schools at an earlier age; many, too, 
have been sent for Borstal training at the age of 





19 or 20 years who might with advantage to them- 
selves and others have been sent for such training 


‘when they were 16 to 17 years old. These lapses 
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in the administration of the law, 7 on ty 

sentiment, are to be regretted. It is to Daven tnet 
means will be found to limit the frequency of such 
lapses in future. it cannot be emphasised too 
frequently nor too forcibly that when the offender 
is found to require training away from his home and 
surroundings the earlier he is sent to a Home Office 
school or a Borstal institution the more certain are 
the chances of his reform. Not to afford the young 
offender these facilities when he is in need of them 


is to treat him with ars injustice. 
Moreover, in accordance with the law as it stands 


to-day, it is necessary that the period of detention, 
in school or institution should specified by the 
court in each case. This serious disadvantages. 
As the court is unable to forecast the future it is 
unable to tell exactly how long a period should 
prove necessary for the reformation of any particular 
offender. There are lads who, on leaving the Home 
Office school, would benefit by a period of detention 
in a Borstal institution. In the case of the majority 
of the entrants to these institutions a sentence of 
three years should suffice; in the case of others, 
three years would not be enough. There are men 
to-day who, in spite of Home Office school and 
Borstal commitments, are unable to live as law-abiding 
citizens. The aim of the system should be, as our 
enlightened courts are well aware, not so much the 
serving of a sentence as the training of an individual. 
If that training should require a longer time in the 
case of certain individuals, then that extra time should 
be available for them. Definite sentences of fixed 
duration preclude the possibility of such an arrange- 
ment ; in certain cases the Home Secretary has powers 
to prolong the period of training, but usually the 
training ceases when the sentence comes to an end, 
unfit though the individual may be to resume a free 
life in the community. This is unfair both to the 
individual and to the community. In dealing with 
persistent offenders ‘‘the indeterminate sentence ” 
should prove to be more effective. 


The Indeterminate Sentence. 


The idea of the indeterminate sentence has been 
discussed in Europe for many years. It is an old 
English idea, and appeared first in the cruder forms 
of the transportation and ticket-of-leave systems 
that prevailed here in the eighteenth century. It 
owes its modern revival to America where the inde- 
terminate sentence has a different meaning to that 
by which it usually is understood in Europe, and 
possibly also in England to-day. In Europe the 
indeterminate sentence appears to mean what we 
in England now know as preventive detention ; 
it seems to signify a state of more or less perpetual 
segregation for the socially unadaptable, whether 
these are those who, by repeated acts, cause trouble 
and nuisance to the community, such as vagrants 
and drunkards, or those who, by persistence in serious 
crime, tend to become a terror and a menace to the 
State. Such a conception of the indeterminate 
sentence e nee yee its value chiefly as a custodial 
measure, in the opinion of many, would make of 
it a rowed vm instrument of social retaliation which 
would tend to increase rather than to diminish the 
incidence of serious crime. In America, however, 
the indeterminate sentence is regarded as a useful 
instrument of reform, and about 40 States of the 
Union have accepted it as such. In these States it is 
considered to be not so much a measure of security, 
of communal protection against the hardened habitual 
criminal or social nuisance, as a means of affording 
the offender such supervision, control, and training 
as will enable him to rn to avoid, actively to resist, 
and even to detest a life of continual crime. It is 
this conception of the indeterminate sentence that is 
adopted in this paper. So considered, this useful 
invention becomes a measure of greater hope and 
value in the treatment of the persistent offender, 
especially if he is not of mature age. 

According to this ideal the principle of the inde- 
terminate sentence may be said to contain three 








essential elements. These are: (1) a sentence of 
indefinite duration as to time so as to enable the 
offender to be kept under supervision and control 
until he is reformed ; (2) the ap ae during this 
period of appropriate methods of mental, moral, and 
physical training calculated to effect that reformation $ 
(3) the subsequent granting of parole and licence so 
arranged as to test the results of t he training and the 
durability and value of the reformation prior to the 
offender’s final discharge. 


The Road to Reform. 


The fixed sentence, as has been pointed out by 
several observers, carries with it little or no influence 
on character or disposition. The prisoner knows 
the extreme limit of his confinement. If it is short, 
he bears with it, and concentrates his thoughts on 
plans for pursuing his predatory instincts with greater 
caution in the future. If the period of the sentence 
is long, the criminal may strive by a show of good 
conduct to obtain an earlier release ; but his way to 
it is through quiet and docile behaviour and an 
appearance of virtue, and not through a better train- 
ing for the struggle of life or a greater disposition to 
face it with courage and honesty. His plan is to 
impress his jailers and not to improve himself. On 
the other hand, as the late Viscount Cave maintained, 
when an offender is sentenced to a restraint to which 
no fixed limit is assigned, but with an intimation that 
his fate lies in his own hands, that if he will but use 
the opportunities of self-improvement which are 
offered to him and fit himself bodily and mentally 
for an ordinary decent life, release will be his—his 
thought and his desires receive a new impetus ; 
he turns to the tasks which are set to him and strives 
through their accomplishment to gain freedom 
and a new existence. In doing so he attains to a 
clearer vision and a better knowledge of himself and 
eventually achieves a habitus of life that is not 
consistent with criminal tendencies. 

Preventive detention as at present applied in 
England is of little reformative value, as in practice it 
tends to become available only for the middle-aged 
whose habits are already formed. A complete change 
in the attitude of mind of such persons is of rare 
occurrence. The principle of the indeterminate 
sentence as outlined in this paper and rendered 
applicable to all offenders up to the age of 30 years 
would be a surer means of preventing the develop- 
ment of the habitual criminal. Its adoption would 
require the institution of a post-Borstal establishment 
in the form of a training colony for persons of 21 to 
30 years of age. For persistent offenders over the 
age of 30 on whom systematic training for a period of 
years has had no beneficent effect there would still 
be available, as at present, the preventive detention 

risons, places of custodial care, as distinct from the 
ome Office institutions for intensive and systematic 
training. 

There would be then three stages on the road 
to reform—the Home Office school, the Borstal 
institution, and the adult training colony. The links 
between these stages would be the probation system 
and the Borstal Association. If necessary, progress 
between the three stages would be continuous so that 
the training of any particular individual need not be 
interfered with from school tocolony. In thisscheme 
probation would play an important part. It would be 
used to the fullest possible extent, but only in suitable 
cases. It would never take the place of necessary 
institutional training. The complete system of 
school, institution, and colony should be under the 
control of a small body of experienced persons 
appointed by the Prison Commission for the whole 
country and giving their whole time to the work. 
Only from such a board of control could uniform and 
skilled methods of administration and treatment 
be expected. Further, an advisory committee of 
medico-psychological and educational experts should 
be available for consultation by this board of control. 
Finally, the whole scheme of training thus outlined 
would fail to function satisfactorily without a 
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comprehensive system of effective after-care. The work 
of the Home Office schools and Borstal Association 
in this respect should be maintained. Their efforts 
should be codrdinated, and, where necessary, aug- 
mented by the establishment of local committees. 
These committees would best be organised by the 
local education authorities, the local probation 
committees and voluntary societies interested in this 
work being represented on them. 

Summary. 

One of the results of the working of the Mental 
Deficiency Acts was to reduce the number of - 
sistent offenders in prison, where there is still a 
vast amount of clinical material for psychological 
examination. 

Research should elicit data on which new statutes 
could be based, the effect of which would be still 
further to reduce the number of persistent offenders. 
To help with this research work a panel of psycho- 
logical advisers should be available for local prisons. 

For such offenders as remained to be dealt with 
by the prison authority systematic training should 
be available in Home Office school, Borstal institu- 
tion, and a new type of establishment to be known 
as the adult training colony for offenders from 21 
to 30 years of age. For persistent offenders over 
the age of 30 the preventive detention prisons should 
be retained. 

The complete training system of school, institu- 
tion and colony should be under the direction of a 
central board of control who should have the assist- 
ance of an advisory committee of medico-psychological 
and educational experts. 

The principle of the indeterminate sentence should 
be applied to all offenders receiving such training, 
which, if necessary, should be continuous from school 
to colony. 

In connexion with the use of the indeterminate 
sentence there should be neither a maximum nor a 
minimum period fixed by statute. 

The final discharge of offenders under such sen- 
tences should be in the power of the central board 
of control, who should have absolute authority in 
the matter. 

Provision should be made for the periodic review 
of the progress of each offender under training with 
a view to his parole, subsequent licence, and final 
discharge. Local after-care committees should be 
organised as part of the general scheme of communal 
supervision. 

To enable the courts to effect correct commitments 
in the first instance, the services of specially trained 
social workers, psychiatrists, and physicians should 
be available for their consultation, and coéperation 
should also be established between the courts and 


the early treatment centres under the Mental Treat- 
ment Act. 





PHILOSOPHY AND AFFAIRS. 

FRoM a group of distinguished signatories we have 
received the following letter :— 

‘In the multitude of causes that appeal to the 
British public, philosophy might seem to be the last 
that has a claim on the attention of practical men. 
But it is not difficult in the present disorganisation 
of beliefs in fundamental principles that is manifest 
in every department of life to see the need of a culti- 
vation of systematic thought that has the most 
intimate bearing upon practice. We venture, there- 
fore, to invite public attention to the work of the 
British Institute of Philosophy. 

‘* Founded in 1925, with the late Lord Balfour as 
its president, the institute has now a membership 
of over 1400, which includes in addition to the 
general body of members, almost all the representa- 
tive philosophers in Great Britain as well as many 
distinguished scientists. The institute publishes a 
quarterly review, Philosophy; it holds courses of 
lectures and organises reading circles; it arranges 
for the delivery of addresses by men of authority. 
In addition to the work which is being done in 





London, there are active local centres in Bangor, 


Cardiff, Liverpool, 
Sheffield. 

‘The institute is anxious that its work should be 
more generally known, in order that an enlarged 
membership may open to a wider public an oppor- 
tunity to study the principles that underlie human 
experience and action in science, art, politics, morals, 
and religion. Those of your readers who would 
desire to become members of the institute (the sub- 
scription is one guinea including the quarterly 
review), or to obtain further information with regard 
to it, are invited to communicate with the Director 
of Studies at the rooms of the institute in University 
Hall, 14, Gordon-square, London, W.C. 1.” 

This invitation is signed by Prof. S. Alexander, 
O.M., Sir Arthur Eddington, F.R.S., the Archbishop 
of York, the Dean of St. Paul’s, Prof. A. D. Lindsay, 
Sir Oliver Lodge, F.R.S., Prof. J. H. Muirhead, Ear! 
Russell, F.R.S., Lord Rutherford, O.M., Sir Herbert 
Samuel, and Prof. W. R. Sorley. 


BRITISH MILK INDUSTRY. 

AT Guildford, at the last annual general meeting of 
the Cow and Gate Co., Ltd., Mr. H. J. Suenson-Taylor, 
the chairman of the company, made some interesting 
remarks referring to a recent statement of the Minister 
of Agriculture to the effect that public money could 
only be spent on an inquiry into the milk industry of 
the country when there was a definite indication that 
the industry was prepared to go forward. He added 
that, if those interested in milk production were going 
to ask for protection against certain forms of milk 
coming into the country, they must give indications 
that they would be able to replace these products. 
Mr. Suenson-Taylor took up the challenge by saying 
that, as far as his company was concerned, it was 
ready to extend factories and plant in response to 
assurance of reasonable legislation designed to restrict 
imports brought into the country at less than the cost 
of home production and transport charges. The 
company obtains great public support and the state- 
ment by its chairman that the success achieved 
accrues to the public benefit is justified by the standard 
of its productions. 


ACUTE ILLNESS DURING PREGNANCY. 

Prof. J. A. NIxon writes from the Department of 
Medicine of the University of Bristol :— 

“JT am trying to collect information as to the 
effects of acute illness during pregnancy upon the 
child, should it be born: alive and survive its birth. 
I should be very much obliged to any of your readers 
who can send me any data, particularly with reference 
to developmental defects either physical or mental.” 


PEPSIN TREATMENT OF PEPTIC ULCER. 

Messrs. Paines and Byrne, Ltd., of 31, Southampton- 
street, Fitzroy-square, London, W.1, inform us that 
they have a stock of the pepsin injections mentioned 
by Prof. K. Glaessner, of Vienna, in his paper in 
THE LANCET of Jan. 9th. 


Newcastle and Durham, and 


SocteETy OF MEDICAL OFFICERS OF HEALTH: 
Fever Hospital Services Group.—A meeting of this group 
was held in London on Jan. 29th at which Dr. E. W. Goodall. 
the President, delivered a presidential address on Some 
Prebacteriological Views on Infectious Disease. Confining 
his attention chiefly to the period immediately preceding 
the inception of the germ theory of disease—that is about 
a century ago—he pointed out that Fracastor’s views on tlh: 
nature of contagion had been forgotten, and he quoted from: 
various authors to show that few believed in the contagium 
vivum, and that the doctrine of spontaneous generation 
was widely accepted. The occurrence of epidemics wa- 
attributed to miasms, and contagion was held to play no 
or only a secondary part in their production. He dealt 
lastly with the classification and nomenclature of th: 
infectious diseases, drawing attention to the difference 
between old and modern methods and giving an outlin 
of the growth in knowledge of the different disorders which 
were included at one time under the term “ continued 
fever.”” Dr. E. H. R. Harries proposed and Dr. Sage. 
Sutherland, seconded a vote of thanks to Dr. Goodall. 





